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NEW ENGLAND SURGICAL SOCIETY 
RECONSTRUCTIVE SURGERY IN CHRONIC ARTHRITIS* 


BY PHILIP D. WILSON, M.D.,t AND ROBERT B. OSGOOD, M.D.t 


HRONIC arthritis is a disease that fre- 

quently presents opportunities for recon- 
structive surgery. Although the treatment of it 
in the early stage is chiefly a medical and ortho- 
paedie problem, in the late stage it frequently 
causes such extensive crippling that operative 
measures are required. It is fair to point out, 
however, that the field for this type of surgery 
is constantly growing smaller, and that with 
better treatment at an earlier stage the disease 
will be controlled or arrested before it has pro- 
gressed to the point where operative treatment 
will be needed. At present we are still far from 
having attained that goal. 

The condition of patients in the advanced 
stage of chronic arthritis is pitiable; with major 
joints flexed and ankylosed, hands deformed, 
feet swollen, muscles wasted, confined to bed or 
to a wheel chair, they present a picture of com- 
plete helplessness and invalidism. Their plight 
makes a strong appeal to orthopaedic surgeons 
who know the possibilities of alleviating such 
conditions. By carrying out a carefully planned 
campaign with operative attack upon different 
joints at different periods, it has been possible to 
effect veritable transformations in some of these 
patients. Helpless invalids have been changed 
into independent and active individuals, in some 
instances able to contribute to the income of 
the family. Improvement of greater or lesser 
extent may be obtained by surgical means in a 
large number of the so-called ‘‘ hopeless arthritic 
eripples.’’ (Cf. Fig. I 

Unfortunately, the surgical attack upon the 
crippled extremities is hedged about by many 
difficulties, not only physical and technical, but 
social and economic as well. These must be 
appraised in relation to each patient when 
operative treatment is under consideration. 


1. The disease must have reached a stage of 
arrest or quiescence before operation 
should be undertaken, otherwise a ‘‘flare- 
up’’ of the arthritis may nullify the ex- 

* pected gain. 
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2. The general physical condition of many 
of the patients is such as to render them 
poor operative risks. The age factor may 
also be unfavorable. The operation must 
be gauged according to the patient’s con- 
dition and performed at the optimum mo- 
ment. 

3. The patient’s mentality and willingness 
to codperate in the after-treatment must 
be considered. Good morale is essential, 

4. A whole series of operations may be neces- 
sary to attain a desired result. The sur- 
geon must be sure that this objective can 
be gained, and that it will be worth all 
the effort. 

5. Special facilities for the care of the pa- 

tients in the hospital must be provided 

including splints and apparatus, physical 
therapy and experienced nursing. 

6. Careful follow-up treatment is necessary 
after the patient leaves the hospital, and 
arrangements must be made so that this 
can be conducted by the surgeon who per- 
formed the operation. 

7. Financial as well as surgical planning is 
required, and this is often a major diffi- 
culty. A budget must be provided for 
prolonged and repeated hospitalization. 


VARIETIES OF CHRONIC ARTHRITIS 


It is important to differentiate the various 
types of arthritis as each has different charac- 
teristics, and these have a direct bearing in 
determining the choice of operation. We shall 
employ the classification adopted by the Ameri- 
ean Committee for the Control of Rheumatism 
which, for the sake of simplicity and on the 
basis of gross pathology, has subdivided Vir- 
chow’s ‘‘arthritis deformans’’ into two main 
types,—(1) atrophic arthritis and (2) hyper- 
trophic arthritis. 


1. Atrophic arthritis, also known as rheuma- 
toid arthritis and infectious arthritis is char- 
acterized by proliferative changes first — 
ing the synovial membrane with secon 
vasion of the articular cartilage. It is defi. 
nitely ankylosing in tendency. 

2. Hypertrophic arthritis, also known as 
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osteoarthritis, is characterized by primary de- 
generative changes of the cartilage and under- 
lying bone. It practically never brings about 
any bony ankylosis. 


THE SURGICAL OBJECTIVE 


It is important when undertaking surgical 
reconstruction to have a clear objective in mind. 
Patients with chronic arthritis show great varia- 
tion both in the degree of involvement of the 
joints and also in respect to the joints that are 
principally affected. When the involvement is 
slight and the crippling effects are confined to a 
few joints, the objective is to entirely remove 
the handicap and restore the patient to working 
ability. In the patients with severe involvement 
the objective is much more limited, and has to 
do with two chief problems. 


1. The Arm Problem 


So far as the upper extremities are concerned 
the patients are often in the same situation as 
the armless, and the objective here is to enable 
them to perform the various acts of toilet and 
personal care, and to eat without assistance. 


2. The Leg Problem 


The objective in respect to the lower extremi- 
ties is to enable the patient to walk, and to stand 
up and sit down without assistance. To the 
extent that this is dependent upon assistance 
from the arms it is related to the arm problem. 

The solution of either of these problems con- 
stitutes an end in itself, and whichever one is 
begun should be carried through to completion 
without intermingling with the other. When 
both the arms and the legs are seriously in- 
volved, the solution of the arm problem is the 
more important, and the patient should be made 
_eapable of using the arms before any operative 
attempt is made to improve locomotion. Even 
if the individual cannot be restored to economic 
independence, the social betterment may justify 
the attempt. 


WHEN TO OPERATE 


The role of surgery in the treatment of 
chronic arthritis comes only after the active 
stage of the disease has ceased. This must be 
again emphasized for fear of possible misappre- 
hension. During the active, progressive stage 
the treatment is medical and orthopaedic but 
not operative. Every physician who has studied 
chronic arthritis knows that in the majority of 
cases a stage is sooner or later reached when 
the disease becomes quiescent. The hot, tender, 
swollen joints subside, the nutrition and general 
health improve, and, although the patients still 
remain crippled and helpless, the cause of the 
disability is no longer an active disease, but 
damage to the joints resulting from the disease. 
This condition of arrest may be reached spon- 


taneously after the disease has run a prolonged 


course. In some cases it seems to represent a. 


burning out of the disease for lack of further 
fuel on which to feed, nearly all the joints hav- 
ing been destroyed and replaced by bony anky- 
losis. In other cases arrest may occur, or be 
brought about as a result of treatment in a 
fairly early stage of the disease or in any of 
the intermediate stages as well. 

Physicians who have only occasional contacts 
with chronic arthritis, or who lack the oppor- 
tunity of following patients with the disease 
over long periods, often fail to differentiate the 
active and quiescent phases. The common cause 
of error is the persistence of pain. Even after 
the active disease has ceased the patients may 
continue to complain of pain, but by careful 
examination it can be shown that this is due to 
the stretching of adhesions or of a fibrosed cap- 
sule, or to strain of a damaged joint, and not to 
active inflammation. Careful history taking will 
also elicit information of value in the differen- 
tiation. In some cases the matter is more diffi- 
cult to determine, and can be settled only by 
observation over a period of time. 

In the atrophic type of arthritis reconstruc- 
tive surgery ought not to be undertaken in any 
case until the joints have been free from evi- 
dence of active disease for at least six months. 
Even this period is too short to allow one to say 
that the disease has been permanently arrested. 
However, at this stage one may expect by 
proper general treatment to hold the disease in 
check, and the improved function and activity 
which may be expected to follow the operation 
are of themselves likely to be beneficial to the 
patient’s general condition. If proper control 
of the patient can be obtained, and other fac- 
tors are favorable, operation may usually be 
performed at this time with safety. 

In the hypertrophic type of chronic arthritis, 
strictly speaking, there never is an active stage 
similar to that of atrophic arthritis. Pain and 
other acute symptoms, when they arise, are 
usually the result of trauma to, or strain of, a 
badly damaged or deformed joint. Most of the 
acute symptoms will disappear with rest. 
most important surgical consideration in this — 
type of arthritis is to be sure that an adequate — 
reason for operation exists. Provided that sur- 
gery offers hope of improvement, operation may 
be undertaken at any time. 


OPERATIVE PROCEDURES 


1. Manipulation 


Manipulation under an anaesthetic is of help 
only in correcting the less severe positional de- 
formities, such as contracted knees, stiff, ad- 
ducted shoulders, permanently flexed wrists, 
and rigid feet. Only gentle maneuvers should 
be employed since, owing to the extreme bone 
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atrophy usually present in the atrophic type, 
fractures are easily produced. Manipulation is 
often tried as a preliminary to operation with a 
view to determining if an open procedure may 
be avoided. Gentle manipulative correction of 
positional deformities may be done without 
harm in the active stage of chronic arthritis for 
the purpose of preventing more serious deformi- 
ties later. Forcible manipulation in the. hyper- 
trophic type is rarely beneficial and should not 
be advised. 


2. Arthrotomy 


The operation of simple arthrotomy, or open- 
ing of the joint, may be indicated in occasional 
eases of hypertrophic arthritis for the removal 
of loose bodies or hypertrophied villi, chiefly in 
the case of the knee joint. In general, however, 
arthritic lesions are of far too complex a nature 
to be relieved by simple —— of this 
nature. 


3. Synovectomy 


The operation of synovectomy consists in the 
excision as completely as possible of the syno- 
vial membrane of a joint. It is done for the 
purpose of removing an hypertrophied and 
villous synovial lining which interferes with 
function. It has also been claimed that it gets 
rid of a focus of infection which may be a source 
of propagation of the disease equally with other 
chronic foci, such as the teeth and tonsils. Our 
own observations do not lead us to attach much 
- elinical importance to this claim. The opera- 
tion of synovectomy is of practical interest only 
in relation to the knee joint, as it has a large 
synovial surface which is readily accessible. 
Rarely it may be performed also in the case of 
the wrist. The synovial lining is a mesothelium, 
and animal experiments show that when excised 
it is replaced by metaplasia of the adjacent con- 
nective tissue within a period of a few weeks. 
The idea of replacing an old scarred or synovial 
membrane with a new one is very attractive. 
Experience shows, however, that when the 
operation is employed indiscriminately func- 
tional impairment with decrease in the range 
of motion and inability to completely extend the 
knee are common results. The operation defi- 
nitely has a place, but the cases in which it is to 
be employed must be selected with great care. 

Synovectomy is chiefly indicated when most 
of the other joint symptoms have subsided, but 
chronic thickening and swelling with pain on 
motion remain in the knees. An important in- 
dication is chronic, persistent hydrops which 
resists all other forms of treatment. In these 
cases synovectomy yields excellent results, and 
the are of motion is usually maintained. It has 
been advised also in some of the villous knees 
which are seen in patients with hypertrophic 
arthritis, but such joints respond so well to con- 


servative measures that we rarely consider opera- 
tion justified. 

The operation consists in opening the knee 
joint with a wide exposure and dissecting out 
the suprapatellar pouch, the anterior synovial 
membrane, and the fat pad. Depending upon 
the amount of the involvement, it may also be 
necessary to excise the synovial membrane from 
the intereondylar notch and about the crucial 
ligaments. As a rule it is better to leave the 
semilunar cartilages in place and to limit the 
dissection as much as possible to the anterior 
compartment of the joint. Nor do we consider it 
wise to interfere seriously with a pannus which 
may be developing over the joint surfaces. 


4. Operations upon the Joint Capsule 


Patients with chronic arthritis show a great 
tendency to develop flexion contractures of their 
joints. These occur especially at the knees, 
elbows, and wrists. They apparently result 
from the patient’s efforts to ease pain by main- 
taining the joints in positions giving maximum 
relaxation of the capsule. In the course of time 
fibrotic changes take place and the capsule loses 
its flexibility. The muscles also become fixed in 
their shortened position. If, and when, the 
stage of arrest is reached the joints can no 
longer be extended. 

It is possible to prevent such contractures by 
proper splinting during the active stage of 
chronic arthritis. Because of the long duration 
of the disease, however, it is difficult to obtain 
continuous medical supervision, and in patients 
who have finally reached a condition of arrest 
flexion deformities are very common. 

Contractures are most frequently encountered 
in the knees and they may be permanently flexed 
from a few degrees to beyond a right angle. 
The patients can flex these joints to the normal 
limit of flexion, but they are unable to extend 
them beyond the point of permanent flexion. 
The motion within the limits permitted may be 
free and unattended by pain. The x-rays often 
show very little involvement of the cartilaginous 
surfaces or of the bones. The condition is 
usually bilateral and causes a great amount of 
disability. Most of these patients have been 
confined to wheel chairs, totally unable to walk 
for several years. 


A. Posterior Capsuloplasty of the Knee 


In the milder cases manipulation may over- 
come the contracture. In the long-standing 
cases, however, this is not sufficient and opera- 
tion must be employed. One of us (P. D. W.) 
has employed an operation for this condition 
which we have called posterior capsuloplasty. 
It aims at cutting or lengthening the structures 
chiefly responsible for the contraction. An in- 
cision is made at the outer side of the knee. 
The iliotibial band, which represents the com- 
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bined tendon for the tensor fascia femoris mus- 
cle and for a part of the gluteus maximus mus- 
cle is divided transversely, the tendon of the 
bieeps is lengthened, and the posterior compart- 
ment of the joint entered. Beginning at this 
point the posterior capsule and joint ligaments 
are stripped away over the posterior surface of 
the lower end of the femur along with the at- 
tachments of the gastrocnemius muscle. The 
knee is then manipulated and the attempt made 
to bring it out into complete extension. This 
is successful in most instances, and after closure 
of the wound, the knee is fixed in extension by 
a plaster casing. At the end of one week the 
casing is split and removed during the day to 
permit motion. When the contraction is re- 
sistant to manipulation, and complete extension 
cannot be obtained by this means, two way 
skeletal traction is applied by means of Kirsch- 
ner wires inserted, one through the os calcis and 
the other through the upper end of the tibia, 
and the leg is suspended in a Thomas splint 
as shown in the diagram. Complete extension 
of the knee is then brought about gradually over 
a period of one week by daily alteration of the 
line of pull. When extension is obtained, a 
plaster cast is applied and left in position dur- 
ing the second week, at which time it is split, 
and mobilization of the knee begun. Function 
is regained quite rapidly, and usually at the 
end of four weeks ‘walking with the aid of 
caliper braces is permitted. 

The results of this operation have been satis- 
factory in a series of more than 50 cases. The 
ability to extend the knee has been maintained 
along with the preservation of a useful range 
of motion. It should be employed, however, 
only in those cases where the examination shows 
absence of severe damage to the articular sur- 
faces. 

Flexion contractures of the elbow and wrists 
are usually much less disabling than of the 
knees. ‘When they are severe enough to require 
correction, operations upon the bones constitute 
better remedial measures than operations upon 
the joint capsule. 


5. Osteotomy 


The operation of osteotomy, or division of a 
bone close to the joint, may be performed to 
alter the position of the joint or to correct 
deformity. It is indicated for the correction of 
flexion contractures of the knee in either type 
of arthritis when the articular cartilage has 
been damaged to such an extent as to render 
unlikely the recovery of motion by an operation 
on the joint capsule. In this case 2 wedge of 
bone is resected from the femur in the supra- 
condylar region, and the lower fragment is ro- 
tated forward to bring the knee into complete 
extension. One of us (R. B. O.) has described a 
plastie osteotomy upon the femur which ensures 


alignment and stability of the fragments that 
is particularly useful in the patients with severe 
deformity (fig. III). Fixation in plaster is re- 
quired for a period of four to eight weeks until 
union is cbtained or all danger of displacement 
is past. By this procedure the original are 
of motion is preserved, but transferred to a 
position where it permits better function. In 
general the disadvantages of osteotomy as com- 
pared to operation on the joint capsule for 
correction of deformity is the longer period of 
postoperative fixation required. The longer 
time an arthritic joint of the atrophic type is 
immobilized, the less is the chance of full res- 
toration of function. Another point to be con- 
sidered is the possibility of the occurrence of 
adhesions between the muscles and the callus. 

Osteotomy may also be advisable in the neigh- © 
borhood of the hip to alter a position of de- 
formity such as the common flexed, adducted 
position resulting from hypertrophic arthritis. 
This may be either a transtrochanteric or sub- 
trochanteric osteotomy. A special saw (Jones) 
facilitates the performance of the former (fig. 
IV) and in the subtrochanteric type it is 
important to divide the bone on a curve in 
order to make sure that no displacement of 
the fragments occurs when the deformity is cor- 
rected (fig. V). Correction of the deformed 
position of the hip improves the gait and by 
removing strain may relieve pain. It should 
be advised only when there is a good range of 
motion in the joint which it is desirable to re- 
tain or in case of ankylosis in an unfavorable 
position. 

Osteotomy is also of value when the wrist has 
become fixed in a position of palmar flexion. It 
is well known that a dorsiflexed position of the 
wrist is necessary to permit the best function 
of the fingers and hand. Osteotomy of the 
lower end of the radius is the proper procedure 
for the correction of this deformity. 


6. Cheilectomy, Remodelling and Reconstruc- 
tive Operations 

These procedures, for which different names 
are employed by different surgeons, consist es- 
sentially in the excision of obstructing or inter- 
fering portions of the joint surfaces. They may 
vary in extent from the simple excision of a 
projecting osteophytic spur to the complete re- 
modelling of one of the articular elements. They 
are more often of value in the hypertrophic 
type of arthritis, and chiefly in the case of the 
hip joint. On the whole the results are unsatis- 
factory except when complete remodelling or 
resection is done. 

Hypertrophic arthritis ofthe hip joint often 
takes the form of ‘‘morbus coxae senilis.’’ The 
femoral head becomes enlarged and mush- 
roomed, bulging out of the acetabulum. Osteo- 
phytic spurs grow out from the edge of the 
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acetabulum locking the head in its socket. The 
cartilage becomes thirned, and the underlying 
bone eburnated like the surface of a billiard 
ball. Such hips eventually become painful, and 
the patients have great difficulty in getting 
about. Examination shows restriction of mo- 
tion with loss of internal rotation and of abduc- 
tion. As a rule the hip is fixed in flexion and 
adduction. 

In such cases operation is justified, but the 
choice of the procedure will depend to a large 
extent upon the individual findings. In the 
mild cases osteotomy with correction of posi- 
tion is to be considered. If the process is 
unilateral and well advanced, the spinal joints 
and the knees relatively unaffected, and particu- 
larly when the patient is a laborer, an opera- 
tion to secure ankylosis with the hip in good 
weight-bearing position is probably to be pre- 
ferred. On the other hand, in patients showing 
bilateral involvement, and almost always in the 
case of women, the remodelling or reconstruc- 
tive type of operation is to be advised. 

This operation consists in exposing and open- 
ing the hip joint, and dislocating the head of the 
feraur from its socket. With specially curved 
chisels and osteotomes the large mushroom 
shaped head is trimmed down to a round knob 
about half its former size. At times it is pos- 
sible to retain a portion of the cartilaginous 
surface of the head and on other occasions it 
is necessary to remove the entire head, then to 
round off the neck of the femur and insert this 
into the acetabulum. In the latter case it is 
usually advisable to employ Whitman’s tech- 
nique of removing the great trochanter and 
transplanting this with its attached muscles 
to a lower position on the shaft in order to 
prevent impingement against the acetabulum 
and interference with abduction. Follow- 
ing the operation, the hip is held in abduction 
‘either by a traction appliance or a plaster spica 
for a period of approximately four weeks. 


The results of this operation are satisfactory 
as regards relief of pain. But there is little 
uniformity in respect to the amount of motion 
that is preserved; in some it is more than in 
others. The gait is greatly improved, and the 
ability to get about increased. We have re- 
cently modified this procedure by performing a 
partial arthroplasty with interposition of a free 
fascia lata transplant, and we believe that by 
this technique a greater range of motion can be 
retained. When both hips are involved, this is 
the preferred operation. 


The remodelling operation is seldom indicated 
in other of the large joints than the hip. Occa- 
_ sionally in the case of the knee it may be con- 
sidered advisable to excise & projecting spur 
which interferes with function, but this is un- 
usual. However, an operation of somewhat 


similar nature is employed in dealing with cer- 
tain of the small joints of the fingers and toes, 
as for example, in the case of bunions secondary 
to hypertrophic arthritis, or deformities of the 
fingers with dislocation of the proximal 
phalanges incident to atrophic arthritis. Here 
the projecting head is excised, and the end of 
the shaft rounded off, and the phalanx replaced. 


7. Arthrodesis 


Arthrodesis is an operation designed to obtain 
ankylosis of a joint. The criterion of a success- 
ful result is a solid bony union between the 
opposing joint surfaces. In various types of 
joint pathology this operation may bring about 
great improvement in function. While it takes 
away motion, it, at the same time, substitutes a 
strong, rigid, painless segment of limb for a 
lame and poorly functioning one. The presence 
of one stiff joint, provided that the other articu- 
lations are normal, constitutes an amazingly 
small handicap. Hypermobility develops in the 
adjacent joints, and to a certain extent compen- 
sates for the loss of motion at the intermediate 
joint. It is, of course, essential that the joint 
be fixed in the position of optimum function. 

Arthrodesis, usually of the knee or hip, has 
been advocated in the atrophic type of chronic 
arthritis. This seems to us a_ shortsighted 


view, and leaves out of consideration the pos- 


sibility of future recurrence of the disease and 
of disturbance or of ankyiosis of other joints. 
Furthermore, a good result from arthrodesis 
can be expected only when the adjacent joints 
are normal which is rarely the case in this form 
of arthritis. We have found it to be the rule 
that the ankylosed limb is handled awkwardly, 
and that there is complaint of pain in the neigh- 
boring joints because of increased strain. © 

In atrophic arthritis we are opposed to the 
operation of arthrodesis, except occasionally in 
the case of involvement of the mid-tarsal and 
subastragalar joints of the feet. Owing to the 
complicated weight-bearing function of these 
joints arthritic involvement is apt to be especial- 
ly painful and crippling. An operation to ob- 
tain ankylosis is the only remedy and is to be 
advised. Ankylosis of the subastragalar and 
mid-tarsal joints abolishes the lateral motions of 
the foot, but preserves flexion and extension at 
the ankle. Certain patients who have been 
severely crippled from localized arthritis of the 
feet may be restored to full activity by means 
of this operation. 

There are certain types of slowly progressive 
arthritis of the spine, or spondylitis, in which 
ankylosing operations have been advocated. 
They cut short the periods of lameness and 
allow earlier resumption of function. This is, 
perhaps, an arguable matter, but it is our feel- 
ing that ankylosis will eventually occur spon- 
taneously, and in the meantime it is usually 
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possible to give the patient relief by the use of 

an external support or brace. In reality the 

operation rarely relieves the patient of the 

necessity of wearing a support, as the process 

generally involves the entire spine, and the 

fusion obtained by operation extends over a 
small area only. 


In hypertrophic arthritis (osteo-arthritis) 
arthrodesing operations are occasionally indi- 
cated in the case of the hip, as was pointed out 
previously. It is by no means easy to obtain 
ankylosis of the hip in hypertrophic arthritis 
(osteo-arthritis) as the disease is of a non- 
ankylosing type, and the eburnated bone of the 
joint surfaces shows a distinct aversion to callus 
formation. In the early trials of this operation 
there were many failures, but now by means of 
bone grafts and various special methods of 
stimulating osteogenesis, we can count upon 
obtaining bony ankylosis with a fair degree of 
certainty. 


8. Arthroplasty 


Finally, there remains to be mentioned the 
operation of arthroplasty, or the making of an 
artificial joint. The foundations for this opera- 
tion were laid by Ollier with his experimental 
investigation of bone repair and the physiology 
of ossification. He showed that if fibrous tis- 
sue was interposed between the fragments of a 
fracture pseudarthrosis resulted. John B. Mur- 
phy was the first to apply this principle to the 
creation of artificial joints by interposing fas- 
cial flaps between the. remodelled bone ends 
Since then the work has been carried on and 
developed, chiefly by Putti, Baer, and Campbell. 
Each of these surgeons has reported long series 
of cases, the majority representing good results. 

The operation of arthroplasty requires a free 
exposure of the articulation with the excision of 
a considerable amount of bone, the reshaping of 
the articular elements in a manner to allow 
motion in the normal planes, and to stabilize 
and prevent motion in abnormal directions, and 
finally, the interposition of tissue to prevent 
recurrence of the ankylosis. Baer has em- 
ployed for this purpose chromicized membrane 
prepared from pigs’ bladders; other surgeons 
have preferred to transplant free flaps of fascia 
lata from the thigh. The operation is an 
arduous one requiring all of the surgeon’s skill 
in order to minimize trauma to the tissues, avoid 
undue blood loss, and prevent wound infection, 
while at the same time satisfying the mechanical 
requirements for mobility with stability. Only 
patients in good physical condition should be 
submitted to this ordeal. The operation yields 
its best results in the case of the jaw, elbow, 
knee and hip, and in the order stated. 


All of the surgeons who have had much ex- 
perience with arthroplasty have expressly 


stated that it ought not to be done in ankylosis 
resulting from chronie atrophic arthritis. This 
is because of the many complicating factors pre- 
viously mentioned that are encountered in this 
disease and which militate against obtaining 
good results. Undoubtedly one would prefer to 
perform this operation upon patients in robust 
health and with ankylosis of only one joint, the 
others being normal. However, the surgeon has 
to take his patients as he finds them, and when 
they have multiple ankylosed joints as a result 
of chronic arthritis, he has to accept the neces- 
sity of performing multiple arthroplasties or 
give up the battle. 

One of us (P. D. W.) began doing arthro- 
plasties in arthritic patients six years ago with 
a great deal of hesitation. Much to our sur- 
prise we found that the patients did excep- 
tionally well. No disasters resulted, and thus 
confidence has been gained, and we have no 
hesitation now in advising the operation in pa- 
tients whom we would not have considered 
operable in the beginning. Arthroplasty has 
been performed on two and three joints at dif- 
ferent times in the same patient, bringing about 
an almost complete functional transformation. 

In chronic arthritis arthroplasty has the 
widest range of usefulness in the case of the 
elbow. Ankylosis of the elbow is a common find- 
ing, and not infrequently is bilateral. In the 
latter case the patient is entirely helpless, almost 
as if both arms were amputated. The fingers 
and wrists are often involved as well, but even 
in the worst cases gripping action is usually 


-| retained between the thumb and fingers, so that 


the patients can pick up and hold objects or 
implements. We have performed arthroplasty 
in 24 of these elbows, and all have developed 
useful function. It is important to restore not 
only flexion and extension, but pronation and 
supination as well, and this can be done by 
resecting the head and neck of the radius. 
When the inferior radio-ulnar articulation is 
also ankylosed, it is necessary to excise a por- 
tion of the shaft of the ulna near its distal end 
and to produce a pseudarthrosis here. Follow- 
ing arthroplasty the elbow is fixed in right 
angle flexion by a plaster splint and suspended 
from an overhead frame for a period of about 
two weeks, at which time massage, active exer- 
cises, and use are gradually instituted (fig. VI). 

In the case of the knee the results appear as 
satisfactory as in the elbow, although a longer 
period of after-treatment is necessary to regain 
motion. Our experience here comprises twenty 
eases. We have followed the technique de--: 
scribed by Campbell and have modelled the 


‘lower end of the femur into a single broad . 


condyle. The leg is fixed in plaster for a period 
of two weeks, and then suspended i in a Thomas 
splint with movable knee piece. Motion is 
started at the end of two weeks; usually at the 
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end of six to eight weeks a caliper brace is fitted 
and weight-bearing permitted. The brace must 
be worn for approximately two months. None 
of these knees have shown any tendency to 
lateral instability, and a range of motion ap- 
proximating 90 degrees has usually been ob- 
tained. 

We have performed arthropiasty upon a num- 
ber of hips, but the results have been less good 
than in the elbow and knee. The difficulty has 
been in obtaining an adequate amount of motion 
to permit the patient to sit down, get up, and 
walk. An operation that preserves motion, al- 
though at the expense of stability, is the Jones’ 
pseudarthrosis procedure. This operation con- 
sists in the division of the femur at the level of 
the lesser trochanter, the detachment of the 
greater trochanter leaving its muscles attached 
and the resection of some of the bone from the 
base of the neck (fig. IX). The greater tro- 
chanter is then swung down with its raw sur- 
face against the denuded surface at the base 
of the neck and fixed by a screw or peg. This 
prevents bony union between the shaft and the 
neck; pseudarthrosis results, and the upper 
fragment serves as a shelf to prevent upward 
displacement of the shaft. Free motion is re- 
tained, but there is some degree of instability 
and loss of muscular control. We have found 
this an excellent procedure for one hip in cases 
of bilateral ankylosis when combined with 
arthroplasty of the other hip. 

Our experience in patients with chronic 
arthritis leads us to believe that it is undesirable 
to perform arthroplasty of the hip except in 
the ease of bilateral ankylosis. The ability to 
flex the hips in sitting down, and to abduct and 
separate the legs is essential for comfort and 
cleanliness. 


SUMMARY 


In conclusion we believe it may be stated 
that most patients afflicted with chronic arthri- 
tis sooner or later reach a stage of quiescence 
when, if necessary, surgery may be called upon 
to play a large part in restoring joint function. 
In general the problems presented by atrophic 
arthritis are more difficult than those of hyper- 
In the former multiple 
operations may be required before the patient 
can be brought to the point of maximum func- 
tional restoration. These must be performed at 
different sittings as parts of a well-planned 
campaign of reconstruction. Because of the 
prolonged hospitalization required, budgetary 
difficulties represent a more serious obstacle 
than the purely technical. The number of per- 
sons at present seriously disabled by chronic 
arthritis who are waiting to receive the boon of 
this type of surgery is large. Improvement 
which is well worth the prolonged effort re- 
quired can be obtained in most of these pa- 


tients. The purpose of this paper is to show 
that the road by which one must travel to attain 
that end is already passable, although still un- 
der construction. The passage of many feet 
along that road will help to broaden it and 
make clear the danger points. 


Discussion* 


Dr. Ezra A. Jones, Manchester, N. H.: Mr. 
President and Fellow Members—I feel the most 
I can do in this discussion is to express my ap- 
preciation of Dr. Osgood and Dr. Wilson’s pa- 
per, which is the one I was asked to discuss. 

My experience in surgical operations has 
been so slight that it probably wouldn’t add 
anything if I should enumerate the eases. One 
thing that I have learned in my experience with 
a large number of arthritic cases is what not to 
do. I have spent a great deal of time and much 
more muscular effort in trying to pull atrophic 
hips into a better weight-bearing position only 
to find that after the support was removed, they 
reverted to their original position of adduction 
and flexion. Many knees have been subluxated 
in an attempt to correct flexion deformities, 
which manipulation makes them much more 
helpless than they were before. This proves, I 
think, that open surgery must be resorted to in 
order to relieve these conditions. Many times, 
when there is destruction enough, nature very 
kindly comes to the rescue and ankyloses these 
joints. This ankylosis, however, is not always 
permanent and as time goes on we find them 
unable to bear the strain and again they become 
flexed and adducted. | 

This class of patients comes to us asking to 
be cured of arthritis, when, as a matter of fact, 
the results of the arthritis need attention. 3 

All of us who deal with cripples are appre- 
ciative of Dr. Osgood and Dr. Wilson’s plea for 
them and especially the plea to make the totally 
dependent partially independent, which means 
more than one would believe from a casual 
thought. An incident which I think illustrates 
this occurred one day at a clinic, where patients 
were being examined after reconstructive opera- 
tions. One of the children was walking before 
the doctors and one of them remarked that the 
patient still had a rather bad limp, whereupon 
the mother, who heard the remark, looked very 
belligerently at him and said, ‘‘Why, he never 
walked at all before the operation.’’ 

After the meeting yesterday one of the mem- 
bers remarked that there were a number of in- 
teresting and unusual cases reported, and as an 
afterthought, said it was too bad they all died. 
Now, this type of patient does not die but 
never seems to get well and I think that we 

*This discussion includes also the discussion of the 

anges i 


paper 
entitled “Ch n the Epiphysis Secondary to Infection,” 


by James W. Sever. Dr. Sever’s paper was published in the 
memorial number to Dr. Osgood, New Eng. J. Med. 209:62 
(July 13) 1933. 
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have all learned that something can be done 
for him and this Society should spread the 


good news. 


Dr. Joun F. Griz, Hanover, N. H.: Mr. 
President and Members of the Society—I think 
the point that Dr. Sever makes in the second 
paragraph of his paper is very important, name- 
ly, the close relationship and codperation be- 
tween the radiologist, the clinician and the 
pathologist, not only in regard to this condition 
about which he is talking, but also in relation- 
ship with the internist in certain other condi- 
tions. 

I think also the point expressed in regard to 
the certainty with which we thought we could 
make diagnoses from x-ray examinations fifteen 
or twenty years ago has changed considerably. 

I remember very well being disillusioned early 
by Dr. Lovett. Probably many of you remem- 


_ ber the slides he used to show to his classes, and 


tell the story that at various x-ray and ortho- 
pedic clinics he threw the slides on the screen 
and did not as Dr. Sever did, tell us the diag- 
nosis at the time but asked for diagnoses from 
the floor and stated to us that about 50 per cent 
of those diagnoses were wrong, even when made 
by men who were doing nothing but this work. 
When you consider that, I think it shows very 
clearly the difficulty with which we can make a 
diagnosis today by the x-ray alone. 

Not long ago a family physician brought in a 


ease that had difficulty with and around the 
elbow. X-rays were taken which were difficult 
of interpretation. The x-ray man was uncertain 


as to just what the condition was. We rather 
felt it was an osteomyelitis, but questioned 


~ whether it should be operated on, on the whole, 


feeling that we should go in. The family phy- 
sician certainly realized very quickly our un- 


certainty in diagnosis, and the next I knew, one 
of my good friends in Boston, although also 


feeling more or less uncertain, had gone in and 


found an osteomyelitis and the boy is now get- 


ting well. 
_ We have not a large dispensary service and 
we see very little syphilis of bones; at least 


we make the diagnosis of syphilis of bone very 
‘rarely. I suppose also that today, with the 
better methods of treatment of syphilis, there 
‘are fewer bone lesions. The same is true in re- 


gard to tuberculosis of bones, which Wwe see, or 


at least diagnose, rarely. 


The last two cases in which I have clinically 
made a diagnosis of tuberculosis of the bone 
have turned out, on x-ray examination, to be 
without question Legg’s or Perthes’ disease. 

Osteomyelitis we see very frequently, and 
what surprises us is that early we do not see 
more changes in the epiphyses. That doesn’t 
mean that we see them early or diagnose them 
particularly early, but there must be a consid- 
erable barrier between the place where the 
osteomyelitis starts and the epiphyses. 


At operation I think possibly we are too con- 
servative in that we try to be too careful not... 


to hurt the epiphyses when we do not see any ..# 


change in it in the x-ray picture and we find out 
later that the disease has progressed, at the 
time of operation, and already involves the 
epiphyses. Consequently, we get the changes 
in the joint and the deformities which have been 
shown on the slides this morning. The drainage 
going into the joint leaves these joints deformed. 

There is a very close relationship between 
the paper of Drs. Osgood and Wilson and that 
of Dr. Sever, because they must mean that Dr. 
Osgood and Dr. Wilson and other men who 
show a lot of slides, have certainly seen many of 
these cases which later have had to have consid- 
erable amounts of plastic work done to make 
the patients economically good again. 


Dr. Horace K. Sowxes, Boston, Mass: Mr. 
President and Members of the Society—I think 
this very comprehensive summary of Dr. Se- 
ver’s leaves little to be said on this subject. We 
all agree, however, that injury to the epiphyses 
is a very important thing for an individual and 
I think that Koch, in his experiments on the 
circulation, has demonstrated that the epiphys- 
eal line during its period of activity is most 
abundantly supplied, in fact, the most abun- 
dantly supplied portion of the bone in regard 
to circulation. It receives its circulation not 
only from the nutrient artery of the diaphysis, 
but from the epiphysis itself and the periosteal 
vessels. That very fact is perhaps at the same 
time the saviour and the destroyer of that 
epiphyseal line. 

I think that in pyogenic infections, thinking 
of osteomyelitis, an abundant blood supply does 
help to serve as a barrier to the infection ; while 
in the systemic diseases of tuberculosis and 
specific disease, it is also the destroyer because 
it may become the center of the activity for 
these processes. 

My experience has been that in osteomyelitis 
the epiphysis has tended to be a barrier to the 
infection and the most tragic cases that I have 
seen of epiphyseal and joint destruction have 
been where that epiphyseal line has been in- 


jured by the primary operative procedure ~ 


which was used to combat the infection, and my 
feeling is that one should always be very care- 
ful in the treatment of that epiphyseal region 
and avoid any trauma to it at the time of 
operation. 

I think there is very little to be gained in ap- 
proaching closely to the epiphyseal line with 
the possibility of damaging that epiphyseal line, 
even though the infected process is very close 
to it. 

In regard to the traumatic separations of the 
epiphyses, it would be very nice if we could 
predict those which were going to get a gross 
disturbance of growth. I suppose the answer 
is that the traumatic separations of the epiphy- 
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FIG. Il. FLEXION CONTRACTURES OF KNEES. The 
x-rays show the joint condition before operation. The upper 
photographs show the range of motion ees before 
operation. The lower photographs show the condition six 
months after capsuloplasty. 
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: FIG. Ill. FLEXION CONTRACTURE OF KNEE. Method 
he correction by plastic osteotomy (Osgood) of lower end of 
emur. 


ADDUCTION AND FLEXION CONTRACTURE 
"Met hod of correction by straight intertrochanteric 


FIG. V. ADDUCTION AND FLEXION CONTRACTURE 
OF HIP. Method of correction by subtrochanteric curved 
osteotomy. 


FIG. VI. ARTHROPLASTY FOR ANKYLOSIS OF ELBOW. 
The upper photographs show the range of motion following 
operation. The lower left x-ray shows the bony ankylosis pre- 
viously present, and on the right the condition of the bones 
following arthroplasty. 
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FIG. IX. ANKYLOSIS OF HIP. Jones method of creati 
pseudoarthrosis below the neck of the femur. ws 


_ WIG. VII ARTHROPLASTY FOR ANKYLOSIS OF KNEE. 
Top figure—Ankylosis due to chronic atrophic arthritis. Lower 
four figures show same knee following arthroplasty. e photo- 
graphs show the present range of motion and the x-rays show 
the newly formed joint space. 
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the 
joint formed by arthroplasty. The photographs 
range of motion after operation. 


of 
| | 
FIG. VIII. ARTHROPLASTY FOR ANKYLOSIS OF FINGER 
JOINTS. The lower left x-ray shows the bony ankylosis of the 
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ses may vary only a microscopic distance, per- 
haps, from that thin, active front line of earti- 
laginous growth layer, and it is impossible to 
tell by the x-ray whether the separation is 
exactly through the growth line or a little to 
the diaphyseal or the epiphyseal side of that 
line, in which ease there would be less interfer- 
ence with the future growth of that epiphysis. 


Dr. James W. Sever, Boston, Mass: May I 
ask Dr. Osgood and Dr. Wilson if they have 
had any experience in relation to straightening 
these flexed knees, these contracted knees of per- 
haps a number of years’ duration, by the pos- 
terior capsule operation followed, as I under- 
stand, by immediate straightening. Have you 
had any interference with the circulation, tem- 
porary or permanent? The only. case that I had 
the pleasure of being sued for once, was an old 
lady whose knees I straightened. She had con- 
tracted knees on both sides from arthritis, and 
under ether, when I was younger, I straightened 
both those knees without the slightest difficulty. 
On one side I divided the hamstrings and on the 
‘other side the knee straightened so easily I did 
not do a tenotomy. 

Casts were put on both knees. Six days later 
one foot turned black and the leg eventually 
was amputated above the knee, as the result of 
the stretching of the popliteal artery. 

I wonder if the posterior capsule operation 
prevents any such accident. 


Dr. Rosert B. Oscoop: May I ask Dr. Wil- 
son to answer Dr. Sever’s question, since most 


FIG. I. 


BEFORE AND AFTER TREATMENT. 


of the surgery is Dr. Wilson’s and not mine? 


Dr. P. D. Witson: In answer to Dr. Sever I 
can say that we have not experienced any such 
misfortune as that yet. We gage the actual 
procedure by the condition of the knee. When 
the capsule and posterior muscles have been 
loosened, we gently manipulate the knee. If it 
ean be brought straight without much force, we 
go through with the procedure, and apply plas- 
ter with the knee extended. If, on the other 
hand, considerable resistance is encountered, 
we do not persist with manipulation, but instead 
close the incision and then apply Kirschner 
wires through the tibial crest and through the 
heel, and correction is obtained gradually by 
stretching with two way skeletal traction. The 
incidence of complications increases in the pa- 
tients of advanced years. 


Dr. Rosert B. Oscoop: I only wish to beg 
the fellow members of the New England Sur- 
gical Society to believe and then to become con- 
cerned over the fact that the number of arthrit- 
ics, the fires of whose diseases have been 
burned out, is legion. Their attitude is that of 
hopelessness. They are voices crying in the 
wilderness of neglect. They are thirsty and 
little water is being given them. They are hun- 
gry and they are on starvation rations. They 
are wounded and too few good Samaritans exist. 

Our thesis is that many of them may be given 
drink and many may be fed, and that at least 
some healing oil and wine may be poured into 
their wounds. 


Left— 


‘Patient with chronic atrophic arthritis on admission to hos- 


pital. 
The arthritis has 


Right—Same patient showing condition three years later. 
been arrested 
knees have been straightened by su 


by medical treatment. The 
rgery. 
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PATHOLOGY OF CARCINOMA OF THE BUCCAL MUCOSA 
IN RELATION TO RESULTS OF TREATMENT* 


C. LUND, M.D.f 


BY CHARLES 


N a recent study of the end results of 1126 
earcinomas of the buccal mucosa’ and 444 
earcinomas of the lip?, no analysis of the path- 
ology of the cases was presented except a short 
note on the correlation of the pathological index 
of malignancy to the size of the tumor and the 
end result of carcinoma of the lip. Much of in- 
terest has been written on the pathological index 
of malignancy, but no attempt will be made here 
to review the literature. If one excludes hair 
matrix carcinoma from consideration because its 
origin is necessarily outside the buccal mucosa, 
and sarcoma because it is a totally different type 
of malignancy, it is found that epidermoid carci- 
noma makes up over 99 per cent of the cases of 
carcinoma in this region. The other one per 
cent is made up of cases of adenocarcinoma, 
epithelioma adenoides cysticum, and mixed tu- 
mor. The distribution of the different micro- 
scopic diagnoses is shown in the first table. 


TABLE 1 ; 
PATHOLOGY OF 1570 CaRCINOMAS OF LIP AND MovuTH 
Pathology Lip Mouth Total 
Epidermoid Carcinoma 219 431 650 
Carcinoma, type not specified* 5 27 32 
Adenocarcinoma 0 1 1 
Epithelioma Adenoides Cysticum 0 1 1 
Mixed Tumor 0 2 2 
No Pathological Examination 220 664 884 
Total 444 1126 1570 
*These represent cases whose only pathological examination 
was made in laboratories other than our own. 


The location of the carcinomas other than 
epidermoid was as follows: The mixed tumors 
and the adenocarcinoma arose on the palate; the 
epithelioma adenoides cysticum arose on the 
tongue. Although the series is much too small 
from which to draw conclusions, it is of possible 
importance that two cases were definitely cured, 
one died of intercurrent disease just under four 
years, and the end result in the fourth case 
could not be determined. 


EPIDERMOID CARCINOMA 

1. Pathological Index of Malignancy 
There are 650 cases of epidermoid carcinoma 
for which there are specimens available for study. 
In 1920 Broders’ first presented his classification 
of epidermoid carcinoma of the lip according to 
the microscopic appearance. He divided the 
cases into four grades of malignancy according 
to the amount of differentiation of the cells and 


“From the Cancer Commission of Harvard University. This 
work was made possible by grants from anonymous nors 
and from the Delamar Mobile Research Fund 

tLund—Surgeon, Collis P. Huntington Memorial Hospital. 
For record and address of author see “This Week’s Issue,” 


showed a correlation between the amount of dif- 
ferentiation and the prognosis. Many other 
workers have confirmed this and have reported 
series of cases showing the value of a pathological 
index of malignancy in determining the prog- 
nosis. Some surgeons and radiologists have used 
such data, together with other factors, in deter- 
mining the type of treatment for the individual 
ease. On the other hand, others have maintained 
that such classifications are unreliable. In the 
paper on carcinoma of the lip? referred to above, 
it was shown that if cases were first classified 
according to the size of the tumor, no proof of 
the prognostic value of the grade could be dem- 
onstrated. Consideration of this problem in 
0 to carcinoma of the mouth will now be 
made. 
Broders has stated that his criteria for grading 
are based on the appearance of the malignant 
cells and the stroma of the tumor, and not on the 
architecture of the tumor as a whole. Others, 
Simmons‘, for instance, have used architecture 
as well as cellular appearance, especially with 
respect to the character and depth of the invad- 
ing border of the tumor. When this criterion 
is applied an appearance of invasiveness or in- 
filtration of the tumor into the surrounding tis- 
sue connotes higher degrees of malignancy and 
an appearance of encapsulation connotes lower 
degrees. A very careful and conservative re- 
view of this whole subject may be found in 
the article by C. A. Hellwig®. This paper gives 
references to all the important articles on both 
sides of the discussion. ~ 

In the present work the grading has been done 
by Drs. Shields Warren and C. C. Simmons inde- 
pendently of each other. The former, a path- 
ologist, used Broders’ criteria strictly, while the 
latter, a surgeon with a pathological training, 
used these criteria but also considered the archi- 
tecture as mentioned above. They differed, how- 
ever, from Broders in dividing the cases into 
three grades instead of into four. Neither con- 
sciously ‘considered the size of the tumor so far . 
as it was shown on the slide and, of course, 
neither knew the history, clinical examination, 
or result of treatment of the case when study- 
ing the slide. No two pathologists studying the 
same material can ever place all specimens in the 
same groups, as many cases lie on the border- 
line between grades and may in all fairness be 
classified in either. Also the criteria used may 
be unconsciously interpreted in such a way as 
to shift the boundary marks slightly to one side 
or the other. When one compares the tables re- 
sulting from the grading by each of these ob- 
servers it will be seen that the tables are not 
identical. Table 2 so classifies all primary cases 
with small glands treated surgically, for which 
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there are slides satisfactory for this type of 
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study. The number of cases in each grade is| 


shown, together with the percentage of these 
cases whose treatment resulted in a five-year cure. 
It will be seen that the table does not include 13 
cases included in the previous report of results 
of treatment. This is due to exclusion of all cases 
other than epidermoid carcinoma and a few 
cases whose slides were satisfactory for diagnosis, 
but not for grading. All details of methods of 
statistical study may be found in the previous 


In brief, all cases seen in the clinic have 
been subdivided according to the presence of 
lymph nodes in the neck enlarged to over 1 em. 
diameter as against cases with smaller or no 
enlargement, then further subdivided into pri- 
mary or recurrent cases. All cases were con- 
sidered primary that had had no previous surgi- 
eal treatment. Still further, the cases were 
classified as conclusive or inconclusive, the lat- 
ter being cases with incomplete follow-up, no 
examination of the tissue by the pathologist (if 
treated surgically), or cases which were not 
treated. This paper is concerned only with sur- 
gically treated patients. The sub-group of con- 
elusive primary cases with ‘‘small’’ glands is the 
only group of these that is satisfactory for this 
work. It includes cases with tumors of all sizes 
up to the limits of operability. There is no sep- 
aration according to the magnitude of operation. 
About three quarters of the cases had local op- 
eration only and the rest had radical. 

The table shows that Dr. Warren placed pro- 
portionately more cases in grades one and two 
than Dr. Simmons did. As a result the cases 
placed by the former in grade three were all of 
such activity of growth that they died. On the 
other hand, Dr. Simmons’ larger group in grade 
three did nearly as badly, and his smaller group 
in grade one contained about 50 per cent of 


cures. Either of these classifications seems to 
be of definite value. 
In a series of surgically treated cases ther 
are always some tumors which are not com- 
pletely removed locally, and all such cases recur 
irrespective of grade. It is possible that a con- 
sideration of glandular metastasis may be of 
more interest in evaluating the pathological 
index of a tumor than the end result of treat- 
ment. For this reason all cases in the above 
series that had local continuation or recurrence 
of disease before definite enlargement of the 
glands began, were eliminated, and the rest of 
the cases were classified as follows: In one group 
were placed cases in which involved glands were 
found at operation or such glands developed 
later. In the other group were placed all other 
eases. These latter cases were all five-year 
eures’’. 
Table 3 shows definitely that the pathological 


grade has a relation to the metastasizing power 


of the tumor. It also shows as does table 2 that 
thete are individual differences between two ob- 
servers, but that both sets of figures are of 
value. 


2. Pathological Index in Relation to Location 
of Tumor 


The grading in these cases has been done using 
the same criteria for all locations in the mouth, 
but a slightly different standard for the lip. 
Many tumors considered of a given grade if 
found in the mouth would be of a higher grade 
if arising on the lip. Table 4 will show the 
cases given in table 2 subdivided by the location 
of the lesion. Part A of this table shows the 
eases classified by Dr. Simmons and Part B by 
Dr. Warren. Table 5 shows the same subdivision 


of the data in table 3, presented in the same 
way. 


TABLE 2. 
CARCINOMA OF MouTH, ExctupiIne Lip AND TONSIL 
Primary Cases with Small Glands Treated Surgically 
Comparison of Grading by Different Observers 


Grade I 


Grade II Grade III | Total 
Cases % Cured Cases % Cured Cases % Cured Cases % Cured 
Simmons 43 49% 53 19% 46 7% 142 24% 
Warren 55 86% 66 21% 21 0 142 24% 
TABLE 3 
CARCINOMA OF MoutTH, ExcLupING Lip AND TONSIL 
Primary Cases with Small Glands Treated Surgically 
Comparison of Grading by Different Observers 
Presence or Development of Carcinoma in Glands 
Grade I Grade II Grade III Total 
Cases % % % 
No Glands No Glands No Glands No Glands 
Simmons 29 72% 42 24% 29 11% 100 34% 
Warren 40 50% 46 30% 14 0 100 34% 
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TABLE 4 | 
CARCINOMA OF MoutH, ExcLupine Lip anp TONSIL 
Same Cases as Table 2 Subdivided by Location 
A. Grading by Simmons 
Location of Lesion Grade I Grade II Grade III Total 
Cases % Cured Cases % Cured Cases % Cured Cases % Cured 
Tongue 12 50% 27 19% 26 4% 65 18% 
Floor 7 57% 4 25% 4 0 15 33% 
Cheek 10 50% 8 13% 4 22 27% 
Upper Jaw 6 33% 5 20% 3 33% 14 29% 
Lower Jaw _ 6 50% 8 13% 7 21 19% 
Palate 2 50% 1 100% 2 50% 5 60% 
Total 43 49% ‘53 19% 46 1% 142 24% 
TABLE 4 
CARCINOMA OF MoutH, Lip ANp TONSIL 
: Same Cases as Table 2 Subdivided by Location 
B. Grading by Warren 
Location of Lesion Grade I Grade II Grade III Total | 
Cases % Cured Cases % Cured Cases % Cured Cases % Cured 
Tongue 16 38% 33 18% 16 0 65 18% 
Floor 6 50% 9 22% 0 — 15 33% 
Cheek 12 33% 22% 1 0 22 27% 
Upper Jaw 9 33% 5 20% 0 —— 14 29% 
Lower Jaw 10 30% 7 14% 4 0 21 19% 
Palate 2 50% 3 67% 0 — 5 60% 
Total 55 36% 66 21% 21 0 142 24% 
TABLE 5 
CARCINOMA OF MovuTH, EXCLUDING Lip AND TONSIL 
Same Cases as Table 3 Subdivided by Location 
A. Grading by Simmons 
Location of Lesion Grade I Grade II Grade III Total 
Cases % No Cases % No Cases % No Cases % No 
Glands Glands Glands Glands 
Tongue 8 75% 21 24% 17 6% 46 26% 
Floor 6 67% 4 25% 1 0 11 45% 
Cheek 8 63% 6 17% 2 0 16 38% 
Upper Jaw 3 67% 3 33% 2 50% 8 50% 
Lower Jaw 3 100% 7 14% 6 0 16 25% 
Palate 1 100% 1 100% 1 100% 3 100% 
Total ' 29 72% 42 24% 29 11% 100 34% 
TABLE 5 
CARCINOMA OF MovutH, Liv AND TONSIL 
Same Cases as Table 3 Subdivided by Location 
B. Grading by Warren 
Location of Lesion | Grade I Grade II Grade III Total 
Cases % No Cases % No Cases % No Cases % No 
Glands Glands Glands Glands 
Tongue 10 60% 26 23% 10 0 46 26% 
Floor 5 60% 6 | 33% 0 —- 11 45% 
Cheek 10 40% 5 40% 1 0 16 38% 
Upper Jaw 6 50% 2 50% 0 —— 8 50% 
Lower Jaw 8 38% 5 20% 3 0 16 25% 
Palate 1 100% 2 100% 0 “= 3 100% 
Total 40 50% 46 30% 14 0 100 34% 
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The proportion of tumors with a high index! 
of malignancy is found to be greater in those 
arising on the tongue than in other locations 
in all the tables. Cases of a given grade irre- 
spective of location show the same results if due 
consideration is given to the effect on statistics 
of the laws of chance. 


3. Size of Tumor 
In the previous papers’ ° all the primary buc- 


Similar studies have now been made on gar- 
cinoma of the mouth. These cases are shown in 
table 7 on the basis used in table 6; that is, 
divided as to the presence and development, 
against absence of gland metastases rather than 
on the basis of failure and cure. 

The development of metastases in the glands 
is definitely affected by the grade of the tumor. 
Size also shows some but not as marked correla- 
tion to metastasis. The differences are shown 


cal cases with small glands were studied in such 


with either system of grading. 


TABLE 6 
CARCINOMA OF Lip, Primary, SMALL GLANDS 
All Operations Divided by Pathological Grades and Size of Tumors 
Presence or Development of Gland Metastasis 


Size of Lesion 


Grade I Grade II Grade III Total 
Cases % No Cases % No Cases % No Cases % No 
Glands Glands Glan Glands 
0-1.0 cm. 32 94% 9 89% 1 100% 42 93% 
1.1-2.0 cm. 13 85% 7 86% 2 50% 22 82% 
2.1 cm. + 4 75% 4 50% 4 50% 12 58% 
Total 49 90% 20 80% 7 57% 76 84% 
TABLE 7 
CARCINOMA OF MovuTH, ExcLupING Lip ANpD TONSIL 
Relation of Grade and Size to Glandular Metastasis 
A. Grading by Simmons 
Size of Lesion Grade I Grade II Grade III Total 
Cases % No Cases % No Cases % No Cases % No 
Glands Glands Glands Glands 
0-1.0 cm. 3 100% 2 50% 3 33% 8 63% 
1.1-2.0 cm 9 67% 17 35% 12 17% 38 37% 
2.1 cm. +4- 17 71% 23 13% 14 0 54 28% 
Total 29 72% 42 24% 29 11% 100 34% 
TABLE 7 
CARCINOMA OF MovuTH, ExcLtupING LIP AND TONSIL 
- Relation of Grade and Size to Glandular Metastasis 
B. Grading by Warren 
Size of Lesion Grade I * Grade II Grade III Total 
Cases % No Cases % No Cases % No Cases % No 
Glands Glands Glands Glands 
0-1.0 cm. 3 100% 4 50% 1 0 s 63% 
1.1-2.0 em. 12 50% 19 42% 7 0 38 37% 
2.1 cm. + 25 44% 23 17% 6 0 . 64 28% 
Total 40 50% 46 30% 14 0 100 34% 


a manner as to show the end results in relation 
to the described size of the lesions. Carcinoma 
of the lip was studied to show the results in 
relation to pathological grade alone and also in 
relation to grade and size considered together. 
This latter study showed that, in tumors of a 
given size, the grade proved to be of unimpor- 
tant prognostic aid. Also, in tumors of a given 
grade the size was unimportant. However, the 
group of cases was very small and a prepon- 
derant number of them fell in the smaller sizes 
and lower grades. This is shown in table 6, 


which is from that paper. 


In the analysis with relation to carcinoma of 
the lip, it was pointed out that there was evi- 
dence that grade was, to some extent, an indi- 
cation of the size of the tumor, and that cases 
tended to become of higher grade as they in- 
creased in size. There is no reason to believe 
that similar changes would not occur in this 
series. But another factor to be considered is 
the possible inaccuracy of classification of size 
due to errors in interpretation of the records. 
There is no question that descriptions of the size 
of tumors of the lip are usually quite accurate 
due to the ease of examination. On the other 
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hand, accurate estimation of the size of lesions 
inside the mouth is much more difficult. It is 
believed that the descriptions of the very small 
cases were of a reasonable degree of accuracy, 
but the differentiation of the cases with lesions 
of 1-2 cm. and the cases with larger lesions has 
not been so satisfactory. Because all cases that 
had local recurrence were eliminated from con- 
sideration in the table, many more of the large 
than of the medium-sized lesions were elimi- 
nated. This might account for some of the ap- 
parent discrepancy in results, therefore table 8 


4. Relation of Duration to Pathological Index 


In the study of carcinoma of the lip it was 
found that there was a relationship of the dura- 
tion of the cases before treatment to the pres- 
ence or absence of metastases and that the rela- 
tionship was different in the different grades 
and sizes. There also seemed to be a definite 
tendency to increase of malignancy as the tu- 
mor developed. The data on the mouth cases 
have been studied in the same manner and no 
relationship can be found. This is possibly due 
to confusion in some of the histories between 


TABLE 8 
CARCINOMA OF MovuTH, ExcLupING LIP ANp TONSIL 
Relation of Grade and Size to Result of Treatment 
A. Grading by Simmons 


Size of Lesion Grade I Grade II Grade III Total 
3 Cases % Cured Cases % Cured Cases % Cured Cases % Cured 
0-1.0 em. 5 60% 2 50% 5 20% 12 42% 
1.1-2.0 cm. 15 40% 22 27% +. 48 11% 55 25% 
2.1 cm. + 23 52% 29 10% 23 0 75 20% 
Total 43 49% 53 19% 46 1% 142 24% 
TABLE 8 
CARCINOMA OF MoutH, ExcLupING Lip ANv TONSIL 
Relation of Grade and Size to Result of Treatment 
B. Grading by Warren 
Size of Lesion Grade I Grade II Grade III Total 
Cases % Cured Cases % Cured Cases % Cured Cases % Cured 
0-1.0 cm. 6 50% 5 40% 1 0 12 42% 
1.1-2.0 cm. 18 33% 28 29% § 0 55 25% 
2.1 cm. + 31 35% 33 12% 11 0 75 20% 
Total 55 36+ 66 21% 21 0 142 24% 


will consider this group of cases on a basis of 
failure of treatment only, to rule out any pos- 
sible error from this cause. It will be compa- 
rable to and made up of the cases already con- 
sidered in tables 2 and 4. 

On this basis also the only sabe | in which size 
showed a marked difference between statistical- 
ly significant groups was between medium and 
large-sized cases in grade 2, which are the same 
ones that were most significant in the previous 
table. In the grade 1 tumors there were actual- 
ly more cures among those with large lesions 
than among those with medium ones. It is cer- 
tain, therefore, that in the study of the pres- 
ence or development of metastases no error was 
introduced by the elimination of the cases of 
local recurrence. The relationship of size to 
metastasis and result shown on the cases of car- 
cinoma of the lip has been shown here but not 
to such a striking degree. The evidence dis- 
eussed above seems to prove that the data on 
size in the mouth cases are inaccurate. It is also 
_certain that in this series the malignancy of 
the tumor is of greater prognostic value than 
the size. 


onset of cancer and onset of the premalignant 
condition that preceded it, as well as to the 
errors in classification of size mentioned above. 


5. Discussion 


The importance of pathological index of ma- 
lignaney of carcinoma as a factor to be consid- 
ered in the management or prognosis of a given 
case has been criticized because such consid- 
eration merely gives a group prognosis®. This 
would be a valid criticism if the prognosis were 
made on grading to the exclusion of all other 
factors. The information gained by study of 
any other one clinical or laboratory finding in 
any disease also leads to a group prognosis. 
For instance, the size of a tumor being under 
one centimeter in diameter does not mean that 
the particular case under consideration will be 
eured. The same is true with all othér data. 
A physician can give other than a group prog- 
nosis on a case only by considering a great many 
group prognoses, each representing a different 
aspect of the situation. The more of these as- 
pects considered the more accurate will be the 


individual prognosis for the individual case. 
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The most important factors aside from path- 
ological index of malignancy to be considered in 
-earcinoma of the mouth are extent of tumor and 
structures involved, age, general condition, dura- 
‘tion of tumor and previous treatment. 

The exact amount of weight to give to path- 
‘ological grading cannot be stated. It will vary 
‘with circumstances. When the tumor is in such 
a location that its size and the presence of 
glands cannot be accurately gauged, it will be 
‘more important than where these important fac- 
tors can be determined. 

There are some observers who believe that 
grading can be used to determine cases that are 
radiosensitive and which, therefore, should re- 
‘eeive radiation treatment in preference to op- 
eration. Unfortunately the cured cases treated 
‘by radiation in this series, in which a specimen 
was available, were so:few that this problem 
-eould not be studied. However, it is quite defi- 
nitely shown that surgery was of very little 
‘benefit in the cases of high malignancy. 


SUMMARY AND CONCLUSIONS 


1. Studies of the pathological index of ma- 
lignaney of carcinoma of the mouth have been 
made by two observers and compared with the 


end results of treatment of the cases. Although 
the classifications differed, there was definite 
value in both. 


2. Proportionately, carcinoma of the tongue 
showed a higher index of malignancy than car- 
cinoma elsewhere in the mouth. The results of 
treatment were equal in cases of a given index 
irrespective of location except for carcinoma of 
the lip. 


4. The importance of the pathological index 
of malignancy as one factor to be considered in 
the complete study of carcinoma of the mouth 
is reaffirmed 


I wish to thank Drs. C. C. Simmons and Shields 
Warren for their work in studying the pathology 
of these cases, and Miss Hilda M. Holton, B.S., for 
technical assistance. 
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SYPHILIS IN RELATION TO CANCER OF 
THE BUCCAL MUCOSA* 


BY CHARLES C. LUND, M.D.t 


recent studies of cancer of the buccal mu- 

cosa? based on all cases of this disease seen 
-at the Collis P. Huntington Memorial Hospital 
from 1918 to 1926, no consideration was given 
‘to any relationship of syphilis to cancer. Those 
papers dealt with end results after different 
types of treatment, and the relation of size of 
‘tumor and type of tumor pathology to the end 
results. The data presented form a good statis- 
‘tical background for the present study. Details 
-of definitions, methods of treatment. and study 
will not be repeated here, but may be found in 
‘the earlier papers. 


DIAGNOSIS 


A. Syphilis. Tertiary syphilitic lesions of the 
‘tongue have been commonly described as of 
three types,—leukoplakia, gumma, or chronic 
inflammation. Primary and secondary lesions 
‘will not be discussed. Leukoplakia may be de- 
‘scribed as a flat, white, plaque-like thickening 
of the mucous membrane. It is usually smooth, 
but in an advanced state, where it borders on 
carcinoma, it may be warty or papillomatous. 


- "The older surgical works lead one to believe that 


*From the Cancer Commission of Harvard University. This 
work was made possible by grants from anonymous donors 
and from the Delamar Mobile Kesearch Fund. 

tLund—Surgeon, Collis P. Huntington Memorial Hospital. 
For eoreré and address of author see “‘This Week’s Issue,” 
page 159. 


leukoplakia of the mouth is almost always luetic 
in origin. The experience in this clinic does not 
support this. Twenty per cent of all the cases 
of leukoplakia show evidence of syphilis. Ex- 
cluding eases without a Wassermann test, the 
percentage was 30 per cent. For this reason 
leukoplakia should not be considered as a syph- 
ilitic lesion, but as a separate disease for which 
syphilis may be one of the predisposing causes. 

A gumma forms in the mouth as a firm, elastic, 
non-tender or very slightly tender mass in the 
subepithelial tissues. After a few weeks it may 
ulcerate. The ulcer has an appearance described 
as ragged, punched-out, and sloughing. Fre- 
quently there is little or no induration. 

Syphilitic chronic inflammation is a smooth 
thickening of the mucous membrane without 
change of color. There may be areas of super- 
ficial ulceration and some scars where such ulcers 
have healed. 


B. Cancer. Cancer begins in the mouth in 
three different clinical forms. One is a w 
thickening, often at first not ulcerated, that does 
not extend deeply into the tissues. More fre- 
quently than not this type arises in an area of 
leukoplakia. The next type is an ulcer that has 
a thick, rough, irregular border. The third type 
is a tumor, with or without slight ulceration that 
usually infiltrates deeply into the tissues. In 
the latter two types of growth, enlargement of 
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the lymph nodes may be early and extensive. 
The first type usually shows these metastases at 
a somewhat later date in the course of the dis- 
ease. As the disease develops, whatever the type 
is at the start, the final appearance is a large, 
irregular uleer with deep infiltration, fixed to 
all surrounding structures and with very large, 
hard lymph nodes in the neck; these may also 
uleerate and discharge on the surface of the 
neck. There are very seldom, in cancer of the 
buccal mucosa, any metastases to any part of 
the body below the clavicles. 

Even within one of the types described above, 


there is wide variation in appearance between 
different cases. Many are difficult to tell from 
leukoplakia or keratosis under the microscope. 
Others cannot be differentiated from syphilis, 
tuberculosis, or other lesions without microscopic 
aid. If one waits for the diagnosis to become 
obvious by reason of large, hard nodes, practi- 
cally all hope of cure is lost. In any case, even 
if nodes do not develop, the chance of cure de- 
creases rapidly during any delay. 


C. Cancer and Syphilis. Where the diagnosis 
of cancer or gumma cannot be definitely made on 
clinical grounds at an early stage, it is obvious 
that where cancer and syphilis co-exist the clin- 
- jeal diagnosis will be even more difficult. Un- 
doubtedly, as will be shown later, some cases of 
cancer arise in a patient with syphilis without 
the syphilis being active in any way as a cause 
of the cancer. There are other cases, however, 
where the syphilis predisposes to a definite leunko- 

lakia and the leukoplakia develops into cancer. 

ere there might be no sign of the syphilis in the 
tissue of the tumor. There is still another form 
in which the -microseopie appearances of both 
syphilis ana cancer are found in the same lesion 
and both seem to be active. Such a diagnosis 
can be made only on microscopic evidence and 
according to the slides available in this hospital 
is rather rare. Syphilitic inflammation of the 
mucous membrane apparently leads to cancer in 
the same way that it leads to leukoplakia. A 
visible stage of leukoplakia may or may not be 
present before the development of the cancer. 

It is clear from the descriptions and discus- 
sion up to this point that there is no sure 
method of differentiating cancer and syphilis 
by clinical means. A good working rule is to 
make a biopsy examination in the case of every 
uleer in the mouth of over two weeks’ duration. 
Older teachings stressed the dangers of biopsy, 
but a small piece of tissue removed from the ac- 
tive edge of an ulcer without cutting out into 
normal tissue is now considered harmless. 


FREQUENCY OF TERTIARY SYPHILIS OF THE MOUTH 


In a cancer clinic no data of value can be de- 
termined to show the frequency of tertiary syph- 
ilitie lesions in comparison with the frequency of 
cancer in the mouth with or without syphilis. 
This is due to the fact that patients with syph- 


ilis come to the clinic for diagnosis rather than 
for treatment, and usually only because of a pre- 
vious diagnosis or suspicion of cancer. During 


study, there were 1548 cases of eancer of the 
mouth and lips seen in the clinic. Of these there 
was evidence of syphilis as an additional diag- 
nosis in 122. In comparison with these figures 
there were only nine cases in which the single 
diagnosis of tertiary syphilis of the mouth was 
made. These did not include cases of leukoplakia 
with syphilis. The locations of these lesions were 
as follows: tongue, four; tonsil, two; palate, 
two; and lip, one. The types of lesions were as 
follows: ulcerated gumma, six; gumma, one; 
multiple ulcers and fissures, one; glossitis, one. 
The sexes were male, six; female, three. 
syphilitic clinic would show a much higher per- 
centage of cases of syphilis of the mouth, but 
how high the percentage would be is not known 
as no report on the frequency of such lesions 
compared with the frequency of buccal carci- 
noma and syphilis has ever been made from such 
a clinic. Experienced dermatologists have re- 
ported, however, that cancer, or cancer and 
syphilis, are frequently seen in their clinies. 


FREQUENCY OF CANCER AND SYPHILIS 


The frequency of this combination compared 
with the frequency of cancer without syphilis is 
shown in table 1. Because of the fact that the 


TABLE 1 
EVIDENCE OF SYPHILIS IN CANCER OF THE MOUTH 

Location Total Evidence 
of Primary Cases of Syphilis 

Tumor Cases % 
Lip 444 19 4 
Tongue 401 70 17 
Floor 126 7 6 
Inside Cheek 152 12 s 
Upper Jaw 68 1 2 
Lower Jaw 157 4 3 
Palate 75 3 4 
Tonsil 147 6 4 

Total 1570 122 7. 


Wassermann reaction was not carried out rou- 
tinely, the percentages shown in this table may 
be low. The test was made on all patients that 
entered the hospital wards, but only on suspi- 
cion when the treatment was given in the clinic. 
In the table, the column showing the number of 
eases having evidence of syphilis is not limited 
to those with positive Wassermanns, although 
three-fourths of the cases listed in this column 
had them. The other fourth is made up of cases 
with definite history of treatment, history of 
positive Wassermanns, or other presumptive evi- 
dence of the disease. It includes a few treated 
eases that had negative Wassermanns at the 
time they were in the hospital. 

Table 2 compares the same cases having evi- 


dence of syphilis with the cases that actually 


the nine-year period under consideration in this | 
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had negative Wassermann reactions and no evi- 
dence of syphilis. The only definite statement 
that can be made about these tables is that the 
actual percentage of cases with cancer and 
syphilis lies between the figures in the two tables. 
There is strong suggestive evidence that the 
true value is nearer that shown in table 1 than 


TABLE 2 

EVIDENCE oF SYPHILIS IN CANCER OF THE MOUTH 
Location Negative Evidence 
of Primary Wassermann of Syphilis 
Tumor Cases % 
Lip 78 19 #120 
Tongue 150 70 32 
Floor 45 q 14 
Inside Cheek 59 12 17 
Upper Jaw 19 1 5 
Lower Jaw 50 4 7 
Palate 37 3 8 
Tonsil 66 6 8 

Total 504 122 19% 


that of table 2. This is especially true in car- 
cinoma of the lip, where a great many opera- 
tions and treatments were given in the out- 
patient department. In this group a much 
smaller proportion of the cases had routine 
Wassermann reactions done. 


THE RELATION OF CANCER TO SYPHILIS 


It is clear from the tables that the relation- 
ship of cancer to syphilis varies greatly accord- 
ing to the location. On the basis of table 1, 
in all loeations except the tongue and cheek, 
the presence of a positive history of syphilis or 
positive Wassermann test is so low that the in- 
cidence may be assumed to be close to the nor- 
mal incidence of syphilis in the population, con- 

sidering the average age and social status of 
patients having eancer of the mouth. It is 
proper to conclude that syphilis is not an etiolog- 
ical factor in such cases. Similar coincidence 
of the diseases should occur in the same per- 
eentage of carcinomas of the tongue and cheek 
without it being necessary to consider the syphi- 
lis as an etiological agent. If the percentage is 
higher than this, the etiological effect of syphi- 
lis is proved. 

Other workers have studied this relationship 
and have usually claimed that syphilis was pres- 


ent in a much higher per cent of the cases than 
is demonstrated here, even if one accepts the 
data shown in table 2 as representative of the 
whole group. For instance, Eller and Ander- 
son’ estimate that 60 per cent of cases of can- 
cer of the tongue have syphilis. Leitch*’ found 
13 per cent in all cases of buceal cavity cancer 
but quotes Sir Charles Ryall, who stated that 
80 per cent of cancers of the tongue showed it. 
Fraser* studied 70 cases of mouth carcinoma 
and found that 15 per cent of them had syphi- 
lis. Of the tongues alone, 42 per cent had it. 
He also separated out cases of the dorsum of 
the tongue where the percentage was 78. Belote® 
found 30 per cent evidence of syphilis in can- 
eer of the tongue. Etcheverry®, in 1904, be- 
fore the days of the Wassermann test, looking 
at the problem from the standpoint of the 
syphilographer, showed that cancer frequently 
developed in eases of syphilis of the tongue. 
These quotations from the literature agree 
with our data in showing that the relation of 
syphilis to cancer is much more important in 
the tongue than in any other part of the mouth. 


RESULTS OF TREATMENT OF CANCER OF THE MOUTH 
IN THE SYPHILITIC 


The earlier papers have shown that nearly 
all the cases of buccal cancer successfully treated 
were in the class defined as primary with small 
glands'. This group is shown in table 3, di- 
viding it into syphilitie and non-syphilitie and 
subdividing according to location of tumor. 

Because of the small number of cases in the 
syphilitic groups the only possibly significant 
difference shown in results is in the tongue cases. 
Even here, if chance had provided only two more 
cures, there would have been no evidence at all 
of any harmful result from the complication of 
syphilis. The table brings out even more clear- 
ly than table 1 how much greater is the influence 
of syphilis as a cause of cancer in relation to the 
tongue compared with the rest of the mouth and 
the lips. 


PATHOLOGICAL INDEX OF MALIGNANCY IN CANCER 
WITH SYPHILIS 


One of the important factors affecting the re- 
sults of treatment in buceal cancer has been 
shown in the studies of the pathological index 
of malignaney, or grading, of the eases by the 


‘TABLE 3 


RELATION OF SYPHILIS TO RESULTS OF TREATMENT 


Location Evidence 


No Evidence Total 
of Tumor of Syphilis of Syphilis 
Cases Cures % Cases Cures % Cases Cures % 
Tongue 40 1 2.5 156 12 8 196 13 7 
Rest of Mouth 15 1 7.5 314 38 12 329 39 12 
Lip 7 6 86 139 92 66 146 98 67 


/ 
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microscopic appearance’. The surgical cases in 
the series were studied and are shown in table 4. 

This table shows that proportionately more 
of the syphilitic tongue cases than of the’ non- 
syphilitic were of the highly malignant grade 3. 
Inasmuch as very few cases with grade 3 tumors 
were cured, the fact that more of the syphilitic 
patients fell into that group could explain the 
poor results in such cases. 

Consideration of carcinoma of the rest of the 


TABLE 4 


INDEX OF MALIGNANCY IN RELATION 
To SYPHILIS 


Grade Grade Grade To- 
1 2 3 tal 


Tongue 
Evidence of Syphilis 2 6 9 17 
No Evidence of Syphilis 13 23 15 51 
Rest of Mouth 
Evidence of Syphilis 1 1 2 4 
No Evidence of Syphilis 33 23 22 78 
Lip 
Evidence of Syphilis 0 3 


oo 
co 


No Evidence of Syphilis 56 21 


mouth or of the lip on the same basis shows so 
few syphilitics that the tables are not of value 
in demonstrating the degree of malignancy, but 
they are presented for the sake of completeness 
and to emphasize again an apparently funda- 
mental difference between the tongue and the 
rest of the mouth in the relationship of syphilis 
to cancer. 


THE TREATMENT OF BUCCAL CANCER IN THE 
PATIENT WITH SYPHILIS 


The greatest factor militating against success 
in the treatment of cancer is delay. For this 
reason it is essential that a diagnosis be estab- 
lished at the earliest possible moment. This 
means, as has been stated above, that a biopsy 
must be taken in all suspected cases, and, to have 
this do any good, cancer must be suspected. In 
this series of 122 cases of cancer with syphilis, 
over half had some kind of treatment for syphilis 
for weeks or months before they were referred 
to the clinic. Altogether too often the last pos- 
sible chance of cure was lost because a physi- 
cian who found a small chronic ulcer in the 
mouth studied the case to the extent of taking 
a blood, received a positive report, and then 
treated the case for weeks for syphilis. Slight 
improvement at first very frequently oceurs un- 
der such conditions, and this encourages the 
physician to continue his treatment. As a mat- 
ter of fact, a purely luetie lesion should be 
completely healed in three weeks and it is dan- 
gerous to keep up such treatment longer if the 
lesion is still present. 

If a positive diagnosis of cancer and syphilis 


is made, the cancer should be treated exactly 
like any cancer without syphilis, that is by 


surgery or radiation, depending on all the cir- 


cumstances of the case. At the same time treat- 
ment should be given for syphilis. Just what 
form this should take cannot be determined from 
any data on the present series of cases. Some of 
these had arsphenamine and others had mercury 
and potassium iodide. Very few had bismuth. 
There are many opinions on the subject and 
some workers feel that arsphenamine is danger- 
ous because it stimulates the growth of cancer. 
No really convincing data have thus far been 
presented on this topic either in favor of or 
against this opinion. 


SUMMARY AND CONCLUSIONS 


1. The differential diagnosis of syphilis of 

, the mouth, carcinoma of the mouth, and 
combined syphilis and carcinoma of the 
mouth is difficult and can only be made 
surely by pathological examination. 

2. In this cancer clinic, cancer of the mouth 
was found twelve times more frequently in 
patients with evidence of syphilis or posi- 
tive Wassermann reactions than purely 
syphilitic lesions of the mouth were found 
in such patients. 

3. Syphilis is definitely an etiological agent 
contributing to the cause of cancer of the 
tongue in a large number of cases (about 


one-quarter), but it is a much less impor- | 


tant etiological agent in cancer of all 
other parts of the mouth. : 

4. One-half of the patients with cancer and 
syphilis were treated for weeks or months. 
for syphilis before coming to the clinic. Pa- 
tients with syphilis and cancer of the 
tongue whose lesions were studied to de- 
termine the pathological index of malig- 
nancy showed a higher proportion of pa- 
tients with very malignant tumors than pa- 
tients without syphilis. Statistical chance 
and these two factors working alone or in 
any combination can account for the ap- 
parently poor results seen in the treatment: 
of these cases in this series. 

I wish to thank Drs. C. C. Simmons and S. Warren 
for assistance on the pathological aspects of this work 
and Miss Hilda M. Holton for technical aid. 
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SURVEY OF THE RESOURCES FOR PATIENTS WITH 
HEART DISEASE IN THE CLINICS AND 
HOSPITALS OF BOSTON* 


YEAR ago the social service committee of 

the New England Heart Association worked 
up a questionnaire which was intended to draw 
forth facts in regard to the status of rheumatic 
heart disease as known to the Boston clinics. 
This questionnaire was sent to six hospitals— 
Peter Bent Brigham, Beth Israel, Massachusetts 
General Hospital, Boston Dispensary, House of 
the Good Samaritan and the Children’s Hos- 
pital. It was a somewhat lengthy document cov- 
ering some of the following points: 


Special heart clinics, and how staffed from a 
medical, nursing and social standpoint. 
- Total actual enrollment in 1931. 

Continuity of medical care. 

Average number of patients from Boston and 
from outside Boston. 
Average attendance at each clinic. 
Number of: clinic visits in 1931. 
Average age groups. 3 
Medical and social disposition of cases. 
Clinic work and interpretation. 
Medical follow-up and supervision. 
Adequacy of social service staff. 
Success in obtaining advised bed care in gen- 
eral hospitals, special hospitals, for terminal 
care, home care, foster home care, convalescent 
and nursing home care. 

Problem of pregnancy in cardiac women. 

Use of educational opportunities offered 
through the public schools for sick children in 
their homes. 

Use of occupational therapy. 

Use of vocational guidance, vocational train- 
ing and suitable placement facilities. 

Special problems and recommendations. 


This survey, which was done most conscien- 
tiously by all six hospitals, resulted in the ac- 
cumulation of a good deal of material, some of 
it quite suggestive. A total of approximately 
two thousand cases was reported. It is, of course, 
obvious that this does not represent the total 
problem of rheumatic heart disease in Boston 
but it has been found over and over again by 
those making special studies that what is true 
of one thousand or two thousand cases is true 
of ten thousand or twenty thousand cases so that 
I think we may assume that this number repre- 
sents a fair cross section. The 1932 figures are 

*Read at the meeting of the New England Heart Association, 
January 11, 1933. 
+Wilson (Mabel)—Director of Social Service, Boston City 


Hospital. For record and address of author see ‘‘This Week's 
Issue,”’ page 1 : 


BY MABEL R. WILSON, A.B.+ 


to be compiled in similar fashion which, no 
doubt, will add considerably to the total. 

Six special heart clinics, staffed with an aver- 
age of four or five physicians, one nurse, one 
social worker, and a varied number of volun- 
teers, function in Boston. This gives a total of 
eleven heart clinic sessions a week and includes 
1953 patients,—756 from Boston proper and 
673 from outside (Peter Bent Brigham Hos- 
pital figures not included). 

The average attendance at each clinic was 
9 19/100 and 4415 visits were made by 1953 
patients in the year 1931. Of these patients 
699 were under twelve years of age and 682 
between twelve and twenty. Thirty-four per 
cent of the total number were referred during 
the year for hospital care, 364 of these being chil- 
dren, 109 adolescents, and 31 adults. - 

Considerable emphasis was placed on clinic 
work and interpretation. One hundred per cent 
clinic contacts and interpretations were reported 
by the Massachusetts General Hospital, Boston 
Dispensary, and the Children’s Hospital. At the 
Peter Bent Brigham a short interview is held 
with each patient before the clinic and social in- 
formation is contributed to the doctor. The 
worker hears the doctor’s recommendations as to 
the patient and re-emphasizes these if necessary. 
At the House of the Good Samaritan the worker 
is present in the morning clinics, takes interval 
histories, and talks with the patients about treat- 
ment. She also oversees the follow-up files in 
cases of failure to return. 

In spite of the impression that the question 
of acute hospitalization presented many diff- 
culties, figures turned in did not bear this out. 
The hospitals were unanimous in stating that 
the number of beds for acute cases was ade- 
quate, but that there was great need for more 
of the type of care offered by the House of the 
Good Samaritan, particularly for boys and girls 
from twelve to eighteen years of age. It has 
been particularly difficult’ to plan for young 
men with cardiac disease where special after- 
care is recommended. In this group of near- 
ly two thousand eases, therefore, no apparent. 
difficulty was found in hospitalization of acute 
cases, those requiring terminal care, bed care 
at home with nursing supervision, and fos- 
ter home and nursing home care. The find- 
ings were unanimous as to the need for more 
beds for care similar to that given by the House 
of the Good Samaritan, both for children and 
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for young men and women over the age ac- 
cepted by the children’s agencies. 

A good deal of detailed material was gath- 
ered on the opinion of the medical staffs as to 
the types of cases in which home care is ade- 
quate and the types of cases in which care in 
a special medical institution or in a foster home 
is advisable. 

All six hospitals reported that constructive 
methods were used to improve conditions while 
the patient is in the home by supervision and 
intensive care, with an effort to re-educate the 


patient and parents to the patient’s needs and| 


to better conditions of hygiene and general liv- 
ing régime. 

All six hospitals also reported some effort in 
improving conditions in the home while the pa- 
tient was out of it. This largely dealt with the 
education of the parents on home care in prep- 
aration for the child’s return. 

All the eclinies seemed to be generally aware 
of the resources offered for educational oppor- 
tunities through the public schools for sick chil- 
dren in their homes, but it was quite obvious 
that there should be a wider use of the exist- 
ing facilities. Most of the hospitals reported 
the assistance of volunteer tutors and teachers, 
particularly for the out-of-town cases. 

The questionnaire brought forth the fact that 
there has been much too little done in the line 
of occupational therapy. It is interesting to 
note that since this study was made, a six-weeks’ 
intensive course for recreational therapy in the 
homes of cardiac children has been given at the 
School of Occupational Therapy through the 
interest of the Massachusetts General Hospital 
and its committee on the Home Care of Cardiac 
Children. Most of the hospitals concerned in 
this study sent one or two volunteers to take 
this course and much is hoped along the lines 
of development in this valuable service. 

In the hospitals dealing with adolescents and 
adults, particularly at the Peter Bent Brigham 
Hospital, vocational guidance is begun with high 
school boys and girls during their school year, at 
which time the social worker discusses their in- 


terests with them and with the vocational advis- | i 


ers in any schools that have this service. Follow- 
ing graduation, they are referred either to the vo- 
cational adviser in their schools or to the place- 
ment bureau of the public schools. 
girls who have been out of school two years and 
longer are referred to Mr. Dallas, Head of the 
Rehabilitation Division of the State. Follow- 
ing vocational training, the suitability of a given 
job arises. The processes of this job are care- 
fully considered by the doctor in the clinic be- 
fore the patient’s acceptance of the work. Girl 
and women cardiaes are referred to the clear- 
ing house of the Women’s Educational and In- 
dustrial Union for work adapted to their car- 
diae capacity. In ordinary years vocational 
guidance, vocational training and suitable place- 
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ment in industry constitute a large part of the 
social problems of many of the clinics. In these 
days of economic ‘depression it is hardly neces- 
sary to say that placement of these patients is 
well-nigh impossible. 

Every clinic seems to be making an earnest 
effort to educate the patients and their families 
as to the meaning of rheumatic fever and rheu- 
matic heart disease, and a considerable amount 
of time is being spent in educating other groups 
with whom the workers come in contact, par- 
ticularly school teachers. The Massachusetts 
General Hospital has done an interesting piece 
of work in its mothers’ club and every cardiac 
worker appears to spend a great deal of time 
in interpretation to the patients and parents 
in the clinic. It is obvious, however, that more 
of this can be done. 

Certain special problems stood out, when the 
questionnaires were compiled, and divided them- 
selves into two groups,—medical and social. 


Medical 


1. All the clinics felt that they had too many 
cases and that overcrowding was a real danger. 
2. All the clinies felt that there was too long 
a waiting list at the House of the Good Samari- 
tan and at the Robert Breck Brigham Hospital. 

3. It was felt that the proper care of acute 
respiratory infections is most important and 
difficult to obtain. Early treatment of recur- 
rence is not always possible. 

4. The Children’s Hospital in particular felt 
that there was a lack of facilities of the type 
given by the House of the Good Samaritan for 
bed care at the time when such care is most 
needed. 

5. In some of the adult heart clinics con- 
tinuation of the same medical supervision over 
a period of years is not possible at present. 

6. The inability to secure readily all the den- 
tal work recommended for patients was stressed 
and the lack of adequate provision for the num- 
ber of tonsillectomies advised. 


Social 


1. It was felt that the social service staff 
in the cardiac ¢clinics was not large enough to 
develop vocational aspects of the problems and 
to arrange for training and work for the train- 
able. 

2. It was felt that the education of parents, 
patients and families should be considerably im- 
proved. 

3. <A sheltered workshop for cardiacs similar 
to that for tuberculosis patients was suggested 
for patients unable to compete with others in 
regular industry, or to report for work in in- 
clement weather. It was recognized of course 
that financial backing for such a project is for 
the moment impossible. 

4. Lack of systematized occupational therapy 
in the homes as a valuable mental hygiene asset. 
was evident. 
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5. A need exists for a convalescent home for 
men and boys. 

6. There should also be a vacation unit 
for boys who are unable to go to the ordinary 
camps, many of whom have reported faith- 
fully to the clinies during the year and deserve 
a vacation period. 

7. The need was felt by two hospitals for the 
establishment of heart groups for adolescent 
children. 


Since this study has been made, a number of 
the recommendations have been considered more 
carefully. I have already spoken of the course 
in recreational therapy for cardiac volunteers. 
The Children’s Mission has been approached in 
regard to considering a possible summer vaca- 
tion unit. The tonsillectomy schedule for car- 
diae children has been revised by Dr. Martin J. 
English at the Boston City Hospital so that the 
patients really in need of immediate tonsillec- 
tomies have them when advised. The Boston 


Health League has called to the attention of the 


Dental Hygiene Council and to the Hospital 
Superintendents’ Club the need for adult den- 
tal care. It is estimated that no more than 
10,000 adults can receive any sort of dental 
care with the present facilities. It is hoped 
that the New England Heart Association may 
be able to sponsor a pamphlet stressing the great 
importance of the education of parents, families 
and patients in connection with acute respira- 
tory infections, and that this may include a 
constructive schedule of instruction to families 
and schools as well. It has been suggested that 
the follow-up card system used in the cardiae 
clinie of the Children’s Hospital at Dr. Black- 
fan’s suggestion be put before the other clinics. 
This system has proved of great value in con- 
trolling the crowding of the clinic and has ap- 
parently operated with perfect safety to the pa- 
tient. 

This briefly covers the high-lights of the 1931 
questionnaire. We expect shortly to have some 
figures for 1932. 
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A STUDY OF THE RESOURCES FOR THE CARE OF 
CARDIAC CHILDREN IN BOSTON* 


BY MRS. T. GRAFTON ABBOTT, M.A.t 


PURPOSE 


NDER the direction of Dr. T. Duckett Jones 
and Miss Edith Terry, and financially fos- 
tered by the Committee for the Home Care of 
Children with Heart Disease, a study was made 
during the months of July and August, 1932, to 
ascertain the resources and their lack, if any, of 
hospitals and agencies dealing with cardiac pa- 
tients and to find out what is being done in par- 
ent and child education and for the training 
of the patient along proper psychological lines 
of thought. A second objective was the idea 
of pooling resources, supplementing common 
needs, and codperating in community projects 
for the various needs of patients suffering with 
heart disease. 


HOSPITALS AND AGENCIES VISITED 


These included seven hospitals, four agen- 
cies, and nine personal interviews. The hospi- 
tals include the Peter Bent Brigham, the Robert 
Breck Brigham, the Boston City, the Boston Dis- 
pensary, the Beth Israel, the Massachusetts Me- 
morial, and the Children’s. The agencies were 
the Children’s Mission, Church Home Society, 
Community Health Association, State Depart- 
ment of Rehabilitation, Bureau of Vocational 
Guidance, and Jewish Federated Charities. The 

ersonal interviews included those with Miss 

binson of the Women’s Educational and In- 

*Read at the meeting of the New England Heart Association, 
January 11, 1933. 

+Abbott—Publicity Director for Committee for Home Care 


of Children with Heart Disease. For record and address of 
author see ‘“‘This Week’s Issue,’”’ page 159. 


dustrial Union, Miss MacDonald, State Revi- 
sion of Child Guardianship, Mr. Kenneth Cam- 
eron, who was making a special study of adoles- 
cent cardiac cases in the Massachusetts Gen- 
eral Hospital, Miss Carolyn Light, who was also 
making a special study, Miss Frances Stern of 
the Boston Dispensary Food Clinic, and Dr. 
Susan Coffin of the State Department of Pub- 
lic Health. 


POLICIES OF HOSPITALS IN REGARD TO CARDIAC 
CHILDREN 


The policies of the various hospitals differ 
considerably from those believing that children 
suffering from heart disease require much hos- 
pitalization and should not return to their own 
homes until they have had prolonged hospital 
care, with those believing that with a tremendous 
hospital turnover, one could not afford to give 
so much attention to any one selected group. 

Several agencies felt that there is a tendency 
on the part of the clinics to give the parents an 
exaggerated idea of the child’s importance in 
the family picture, which has to be counter- 
acted in the individual home by the social work- 
ers and nurses. 

Several agencies criticized the Hospital Clin- 
ies because of the amount of time wasted by the 
patients in waiting to be seen and for the too 
numerous visits to clinics required by some of 
the doctors. 


OCCUPATIONAL THERAPY 


One of the objectives was to find out what 
was being done in the way of occupational ther- 


NEW ENGLAND HEART 


138 


ASSOCIATION—ABBOTT N. E. J. OF M. 


JULY 20, 1933 


ry for cardiac children. The results ranged 
from hospitals with no paid therapists on the 
staff to those using volunteers with partial or 
more extensive training. 

Some of the agencies felt the importance of 
emphasis on the therapeutic instead of the occu- 
pational aspects of the work. Still other indi- 
viduals mentioned the possible dangers which 
might arise from a patient’s over-zealousness in 
finishing a project (especially if it were salable) 
with possible harm resulting from the effort. 

A common need felt by almost all the hos- 
pitals and in which also the private agencies 
‘were interested, was in having a class in recre- 
‘ational handicraft for volunteers who, in turn, 
after such instruction might go into the home 
and teach children who are suffering from heart 
‘disease. 

As the result of this idea, the Committee for 
the Home Care of Children with Heart Disease 
issued invitations to the heads of social service 
‘departments of hospitals and agencies visited 
in this city, with a few additional guests, to 
meet with Miss Marjorie Green at the Boston 
School of Occupational Therapy on Wednesday, 
September 28, 1932, to consider the formation 
of a class for volunteer workers under hospital 
_ direction, dealing with cardiac children, to be 
trained in recreational handicrafts. The meet- 
ing was held with representation from practi- 
eally all the hospitals and agencies interviewed. 
A great deal of enthusiasm was evinced; there 
was an unanimous feeling that plans for the 
formation of a class on recreational handicraft 
should be immediately undertaken. 

A class of sixteen volunteer candidates started 
training early in November, 1932. They com- 
pleted a course given at the Boston School of 
Occupational Therapy of ten lessons of two hours 
each on Recreational Activities and are now out 
in the field working under the direction of the 
various hospitals interested in the project. The 
eost of tuition was five dollars. A few scholar- 
ships were given. A minimum service of two 
half days a week from October to May was 
quired. 


EDUCATION OF CHILDREN 


The education of children with heart disease 
as reported by the hospitals varies greatly from 
those organizations using the visiting teacher to 
those depending entirely upon volunteers. The 
Robert Brigham and the House of the Good 
Samaritan supply a resident teacher in codp- 
eration with the public schools; the Boston Dis- 
pensary has a health educator and a teacher in 
training from Teachers College. The South De- 
partment of the Boston City Hospital has a 
‘teacher and the Boston City Hospital itself has 
a teacher assigned from the Boston Schools 
daily. The Children’s Mission occasionally pays 
for tutoring. One of the agencies visited felt 


very definitely the need of teachers with some 


psychiatric training for home visits, as in many 
cases the teachers create problems in the home 
instead of alleviating them. 

Cardiac cases are referred to the Boston School 
Department through the school nurses and by 
the doctors in the schools. Guidance work with 
these cases (especially with those of the high 
school or junior high school) is carried on 
through the Vocational Department of the Bos- 
ton Public Schools and at times in codperation 
with Miss Hazel Newton of the Codperative 
Work Rooms. 


There are 16 teachers in Boston for this work, 


57 eardiac children are confined in their homes, 


an average of 50 in the House of the Good 
Samaritan, and 16 in the Home for Jewish Chil- 
dren on Canterbury Street. Practically no car- 
diac work as such is being done with pre-school 
children. 

The State Division of Child Guardianship has 
under its supervision about 95 cardiac cases at 
the present time for whom provision is made for 
home teaching. | 

Through the passage of the law of 1930 for an 
annual census of the physically handicapped 
children, it is now mandatory that any city or 
town having five or more physically handicapped 
children shall have a teacher for them provided 
by that city or town; towns have to finance their 
own census but they are reimbursed when it is 
necessary for the work of the special teachers. 


LITERATURE FOR THE CHILDREN 


A further idea from the Boston Dispensary 
was that valuable service could be rendered car- 
diae children (aged from 10 years through 
adolescence) by the compiling of a book list of 
heroic stories of those people who have over- 
come physical handicaps (not necessarily con- 
fining it to heart conditions). There is no such 
list available at the libraries. This list might 
include such books as Somerset Maugham’s ‘‘ Hu- 
man Bondage’’ and ‘‘The Happy Prisoner.’’ 
A further suggestion was that we might com- 
pile a bibliography consisting of current mag- 
azine articles of stories of interesting lives. The 
Children’s Mission has an 18 year old cardiac 
patient who is interested in literature who might 
like to work out such a list. 

Many of the hospitals maintain their own 
libraries, lending their books to patients; in the 
Robert Breck Brigham Hospital, the volunteers 
(Junior League girls) take charge of this work 
and also mail books from their library to the 
children at home. The Church Home Society has 
a library which is primarily for the use of their 
staff workers. In some cases (as at the Boston 
Dispensary and the Beth Israel Hospital) the 
traveling library of the Children’s Aid Society 
is used in addition to the hospital facilities. 
One hospital does not have a library of its own 
due to the feeling that books may serve as pos- 
sible contagion carriers. Many hospitals not 
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only give magazines to the children but refer 
them on their discharge to the local branches 
of the public libraries in their home towns. In 
the Massachusetts General Hospital a_ record 
is kept of books read there by the patients and 
such a list is sent to the local librarian when 
the child is discharged to his community. 


INSTRUCTION OF PARENTS 


The subject of instructing the parents of chil- 
dren with heart disease as to their duties and 
privileges is one very much on the mind of hos- 
pitals and agencies. At the Massachusetts Gen- 
eral Hospital there is a Mothers’ Club. The 
Robert Brigham Hospital has also started such 
a club this past year based on that at the Mass- 
achusetts General Hospital. One of the hospitals 
believed that the fathers need to be educated 
as well as the mothers. Some work is being done 
with fathers when they visit in the ward and 
the feeling was expressed that they are less emo- 
tional than the mothers and much more amenable 
to education. At such meetings of parents vari- 
ous subjects of common interest, e.g., the normal 
heart and its function, and the behavior problem 
of the child in bed, might be presented by mem- 
bers of the hospital clinic. 


The interpretation to the individual parent 
is usually left to the medical-social worker in 
conjunction with the doctor and this very pos- 
sibly is the wisest course. The general consen- 
sus of opinion was that individual rather than 
group work is the best approach to parental edu- 
cation, although great credit was given to the 
group work being done at the Massachusetts 
General Hospital. In every instance there was 
a feeling that the education of the parent was 
of paramount importance and that anything 
which could be done to further such instruction 
would be a most acceptable project. 


In some instances parental education has been 
difficult because of neighborhood situations—the 
neighbors’ individual opinions undermining 
what the doctors have said. One hospital men- 
tions the need for sifting out their patients re- 
quiring intensive training after the initial con- 
tact with them has been made. 

The public health nurses carry on individual 
education for the child and parents in the home. 
They feel that this is effective because by home 
visits they see the family in its natural environ- 
ment and can consequently make good contacts. 
In the home placement agencies the interpreta- 
tion to the child is carried on by the foster 
mother. It is felt quite generally that putting 
the individual responsibility on the child and 
gaining his codperation are the most effective 
ways of securing his interest in overcoming his 
condition and in carrying out the doctor’s in- 
structions. 

One of the hospitals suggested for patients 
and children a handbook or primer with simple 


black and white illustrations of what to do and 
what not to do for children suffering with heart 
disease. This idea was brought to the attention 
of other hospitals during the interview and they 
all favored such a project and would welcome a 
booklet of this sort. It was further suggested 
that a group of doctors from the New England 
Heart Association pass upon the medical phases 
to be included and add any of their own ideas 
(one hospital gave great emphasis to the impor- 
tance of posture). The general opinion was 
that the primer should be simple enough to be 
understood by all classes of parents and that it 
could be used for distribution in the clinics 
while patients are waiting. One worker sug- 
gested that older siblings in the family might 
benefit from such a primer in their attempt to 
educate the patient. It was also suggested that 
the silhouettes used in the primer or handbook 
be enlarged for posters for the cardiac waiting 
rooms at the hospitals. . 


BEHAVIOR PROBLEMS 


The Church Home Society reports quite a 
number of behavior problems among the car- 
diac children. These are either referred to the 
Judge Baker Foundation for study or seen by 
their own psychiatrist when they have one on 
the staff. At present they are without one. 
Many hospitals report very few behavior prob- 
lems other than those personal difficulties en-. 
countered in any long time illness and the dis- 
couragement which naturally arises therefrom. 
Some cases are sent to the nerve clinics of in- 
dividual hospitals for study ; some hospitals feel 
that through parental education the behavior 
problems of children can best be cleared up. 
Many of these have been created by neurotic 
parents through lack of disciplinary methods. 
In many cases the problems automatically clear 
up when the patient is well and out of bed. 
Again one organization offered the remark that 
in many cases the teachers and social workers 
in addition to the parents helped in the crea- 
tion of problems and that there is a tendency 
on the part of the hospital to exaggerate the im- 
portance of the cardiac child and to give him 
more attention than he deserves and out of 
proportion to the other children of the family, 
thereby creating further psychiatric problems. 


SUMMER PLACEMENT 


The question of summer placement is a sub- 
ject very much on the mind of all the hospitals 
and agencies. This is a definite need which is 


not being sufficiently met; it might well be a 
group project instead of an individual one for 
each hospital. The hospitals agree in feeling 
that summer placements of cardiac patients are 
exceedingly difficult and that there are no places 
readily available, although badly needed. Chil- 
dren who have been placed for the summer 
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have, in general, shown marked improvement. 
Summer placements to date have been largely 
through the instrumentality of children’s agen- 
cies. The Children’s Hospital feels that it could 
pay for some of their cases. One hospital sug- 
gested that a summer camp be a reward for those 
adolescent patients who, in addition to needing 
it, have also followed out carefully the pre- 
scribed winter’s program. Many summer plans 
are now made through the Children’s Mission, 
but this agency takes only children with good 
prognoses. They would welcome a summer camp 
if we might start such an enterprise. 


CARDIAC CLUBS 


At the Robert Breck Brigham and Massachu- 
setts General Hospitals, there are clubs organ- 
ized for cardiac patients and mothers. These in- 
clude the In-Bed Club, the Out-of-Bed, the Boys’ 
Club, and the Mothers’ Club. The Boy Scouts 
have also been very helpful in offering their 
services to our patients. 


Mr. Cameron has formed an adolescent boys’ 
club and is making the boys specialize in hob- 
bies—most unusual ones such as collecting sea 
water animals, or state seals. He has planned 
outings for these boys as members of the club. 
He feels the importance and need of educational 
and industrial opportunities for adolescent boys 
and feels that it might be possible to work out 
an employment bureau in connection with the 
work of this department in the hospital for older 
adolescents. He is concentrating on the psy- 
chiatric aspects of the adolescent boy suffering 
with heart disease who has become maladjusted 
and who has shown symptoms of seclusiveness 
and sensitiveness. Miss Light is forming a girls’ 
club of adolescent young people from 14 to 17 
years of age; she has 16 on her list, most of 
them foreign, with a predominance of Italians. 
They have met once a week for outdoor pic- 
nics, the teaching of handicrafts, and so forth. 
She has already found many problems of sensi- 
tiveness and anxiety in this club. The mem- 
bers are working on the making of marionettes 
with an idea that they wil! give an exhibition 
this winter. Their club is called the ‘‘Out-of- 
Bed’’ Club. 


VOLUNTEER SERVICE 


Volunteers are used by many of the hospitals 
and organizations to help with transportation of 
patients, the care of the library, to read to chil- 
dren in the wards, to assist in giving parties 
and to help at the district meetings of mothers. 
These volunteers are recruited through women’s 
committees, through personal friends or from 
the Red Cross or the Junior League; there are 
at present 18 volunteers at the Cardiac Depart- 
ment of the Massachusetts General Hospital. 


INDUSTRIAL TRAINING AND OCCUPATIONS FOR OLDER 
CHILDREN WITH HEART DISEASE 


Miss Robinson of the Department of the 
Handicapped, Industrial Union, places a great 
many cardiac girls and women. She finds, con- 
trary to the general impression, that they are 
able to handle light machine work in factories. 
She has been successful in fitting the right job 
to the right person. Miss MacLarnie of the 
State Department of Rehabilitation told about 
her work with cardiac men and women. She 
cited many interesting cases and outlined the 
work that this department is doing. She has 
25 to 30 cases of cardiac children on her list 
at present. This State Department is a resource 
for many for training. It takes employable 
women or men over fourteen years of age who 
are definite prospects for rehabilitation. It is 
interested only in giving training in trades; 
not for the professions. It will make sugges- 
tions and will supervise cases referred by hos- 
pitals or organizations. Miss Ginn deals with 
the Boston patients. The requisites for such 
help are as follows: 

1. That the patient be sufficiently well to 

take the training. 

2. That the patient be sufficiently well to 

go into employment at the end of the 
training. 


The cases should be tied up to some lead be- 
fore coming to the State and the State should 
be used as a financial resource for maintenance, 
transportation, and tuition. The cardiac pa- 
tients are often placed in clerical work, watch 
repairing, electrical supply, and radio as- 
sembling. 


SUMMARY 


1. The hospitals and agencies have felt the 
need of being conversant with the resources of- 
fered in Boston, especially in relation to car- 
diae children. 

2. Summer placement for children with heart 
disease ranks first in the order of a joint need 
of all the hospitals. This might best be by group 
placement. 

3. A need registered by the majority of the 
hospitals and agencies was for a class in recrea- 
tional handicrafts to train hospital volunteers 
in their work with cardiac children. This has 
been put through. 

4. The need was felt for a pamphlet or hand- 
book for the use of cardiac children and their 
parents. This is being worked on at present 
by a committee with Dr. Sprague as Chairman. 

5. Posters were suggested for the clinic wait- 
ing rooms in black and white silhouettes show- 
ing cardiac patients what to do and what not 
to do. 

6. <A bibliography of magazine articles and 
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a list of books are greatly needed for the adoles- 


cent cardiac patients, the list to include stories 
of heroism in overcoming handicaps. 

A need was expressed for adolescent car- 
diae clubs to counteract invalidism and to build 
up the morale in our young people, also to en- 


courage them in the use of hobbies. The work 
done this summer by the Massachusetts Gen- 
eral Hospital with both adolescent boys and 
girls is of great importance in this connection. 

8. Vocational training and advisers for 
adolescent cardiac patients are greatly needed. 


THE SOCIAL PROBLEM OF THE CHILD WITH HEART DISEASE 
AS SEEN IN THE CARDIAC CLINICS OF THE 
MASSACHUSETTS GENERAL HOSPITAL* 


BY EDITH MORTIMER TERRYt 


N the busy whirl of today with pressure on 
every hand, sickness seems to have no place. 
Though at present unfortunately many people 
have the time to be ill, there is no money to pay 
for such a luxury; yet sickness comes and ad- 
justments must be made, adjustments hard for 
adults to meet even for a short period of time 
and which seem to children insurmountable un- 
less there is a hand to lead the way and to guide 
over the hard places in the climb back to health. 
This is true in the experience of all children, 
but especially true for children and young adults 
who have some definite form of cardiac dam- 
age and who must for a period of years and 
perhaps for always face inactivity — children 
who are constantly hearing their often over- 
anxious parents say ‘‘Don’t run! Don’t play 
ball! Don’t get so tired!’’ until it seems that 
on their brains must be engraved that word so 
unpleasant to any of us to hear. To turn the 
‘‘dont’s’’ into ‘‘do’s’’; to help balance the dis- 
ability of these children by interpreting their 
condition to them and to their parents; by open- 
ing out for them new interests; and by giv- 
ing them opportunity to serve as well as to be 
served, in addition to seeing that the treatment 
prescribed by the doctors is carried out, is the 
raison d’étre of the Cardiac Social Service De- 
partment at the Massachusetts General Hospi- 
tal. 

Heart disease has always filled with a very 
real terror the mind of the layman. One’s heart 
is such a vital organ one often feels that when 
it is damaged death stands closely by. A few 
years ago it was not at al! unusual to hear 
parents say before the child for whom some 
treatment had been prescribed counter to his 
own desires, ‘‘He is going to die anyway. We 
want him to do as he pleases.’’ Since then they 
have learned in large numbers that children 
have a tremendous cardiac reserve and that they 
not only live but return in surprising numbers 
to a practically normal activity when the doc- 
tor’s directions are faithfully carried out. 


*Read at the meeting of the New England Heart Association 
January 11, 1933. 

+Terry—In charge of cardiac work, sponsored by the Com- 
mittee for the Home Care of Children with Heart Disease, 
Massachusetts General Hospital. For record and address of 
author see ‘“‘This Week’s Issue,” page 159. 


It is surprising how often instructions are 
misunderstood both by children and their par- 
ents and how frequently they misinterpret in- 
formation gathered from the examination by 
the school doctor and in the clinics—a misinter- 
pretation which would be amusing were it 
not so tragic in its results. Recently this 
was brought out in a study of the emotional 
reactions of some. twenty cases of children with 
heart disease who had been coming to the clinic 
for five years or more. In the majority of these 
eases there was anxiety in regard to their con- 
dition ; in several a fear of death; and in prac- 
tically all a sense of being different. In one 
clinic only recently this misunderstanding was 
illustrated in a rather amusing way by a mother 
who came to the social worker, after her daugh- 
ter had been examined, with a distressed ex- 
pression on her face. In reply to the question 
of what the difficulty was, as the patient was 
in excellent condition, she replied, ‘‘But her 
blood pressure, it’s terrible—160.’’ She ad- 
mitted she had looked over the doctor’s shoulder 
as he wrote and read ‘‘100/60’’ in this way. 
An explanation by the doctor, however, on the 
point failed to change the expression of her 
face, and when questioned again, she said, ‘‘ But 
he did write she is ‘leaking well’’’. This time 
it was the doctor’s writing that was at fault, 
for ‘‘looking well’’ had been read by this anxious 
mother in terms of a leaking heart. In such an ° 
instance as this, and in many others, there is 
an opportunity for us to do interpretive and 
educational work. 


OUR CARDIAC CLINICS 


In our clinics we are trying to follow each 
patient individually and his own problem is dis- 
cussed with him as well as with his parents as 
soon as he is able to understand simple reason- 
ing, and it is amazing how soon he does under- 
stand and how often at an early age he uses his 
disability as an asset for himself. He tells his | 
parents, ‘‘If you punish me I’ll turn blue’’, 
and ‘‘The Massachusetts General Hospital won’t 
let you do this to me’’—rather a natural rea- 
soning on his part, perhaps, but one fraught 
with grave dangers if he is allowed to continue 
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in this state of mind while his parents, be- 
wildered, stand helplessly by. So to him and 
to them, week after week, as he, with them, re- 
turns to the clinic, or by letter when he comes 
alone, the treatment outlined is again and again 
reiterated, his social and educational problems 
discussed, and the attempt made to make him 
realize that in his own hands largely is the get- 
ting better, or the continuing not so well. 
THE MOTHERS’ CLUB 

In addition to these clinic talks with parents 
and children, we have organized a ‘*Mothers’ 
Club’’ which meets monthly. At these meet- 
ings it is possible to discuss more carefully, and 
in greater detail, the difficulties which they are 
encountering, and here, too, they have the com- 
fort of finding out that their boy is quite like 
other boys, their problem not unique. Talks at 
these meetings from our Hospital Librarian, 
Occupational Therapist, Dietitian, Child Guid- 
ance Worker, in addition to speakers from out- 
side, have helped to give the mothers a better 
understanding of various aspects of child train- 
ing and care, and have kept close contact be- 
tween them and our department, a most impor- 
tant phase of the work as the quick turn to the 
Clinie Staff for advice on what so often seems 
to be the simplest kind of difficulty may pre- 
vent weeks of prolonged bed-care. Close super- 
vision over a long period of time in many in- 
stances is, of course, essential and is being car- 
ried on by two ease workers. 


IN-BED CLUB 


What happens to a child when he is told he 
must go to bed, especially to a child who does 
not feel really ill but who is restless and tired 
and whose very inertia is pushing him on to try 
to keep up with the créwd? As one watches 
face after face when such an ultimatum is de- 
creed one cannot fail to realize that resistance, 
. fear, and often actual rebellion, are filling his 
mind and for the moment, at any rate, rational- 
ization for him is not possible. To help combat 
these attitudes some years ago we organized a 
club called the ‘‘In-Bed Club’’, its aim being 
to put new interests in the place of the things 
taken away, to make, as it were, a game of this 
tiresome in-bed business. The promise of a sim- 
ple badge (a blue bird on a yellow paper tag), 
an ‘‘In-Bed Club’’ jacket, puzzles, dolls, games 
and books, with occasional letters and postcards 
all sent through the mail, has, and does, change 
a child’s mind from that feeling of desolation 
- which comes to us all when taken out of our 
group, to one of interest when he realizes that 
he is but changing his present group for an- 
other composed of members who are facing prob- 
lems like his own. 

One worker is in charge of this Club and her 


endless resources keep the children happy and 
concent through long weeks in bed at home when 
the doctor has said they may do simple handi- 
craft or play games. At present an ‘‘In-Bed 
Club’’ quilt is under way, different girls hav- 
ing worked the squares to which they have had 
the fun of signing their names. This Club 
has an ‘‘In-Bed Club’”’ garden, too, from which 
many seedlings went to our children in the 
spring. To these children while in bed and 
long after they are up, goes the ‘‘In-Bed Club’’ 
magazine to which different children contribute 
stories, poems and drawings which the Editor, 
Hope Hanly of the Hospital Staff and a vol- 
unteer as well in our Department, gets into 
proper form each month. For the doctors feel 
that always, if possible, the best place for a child 
is at home and even under what seems outward- 
ly to be the plainest of living conditions, chil- 
dren do well if they and their parents under- 
stand and follow the outlined treatment, the 
simplicity of which makes it most uninterest- 
ing, for in the majority of cases it is merely 
‘ ‘bed’’. 


NURSING AND MEDICAL CARE 


While the actual bed-care is going on the 
Community Health or Visiting Nurse gives us 
invaluable service, each case being referred to 
her for supervision and a close contact being 
kept by her with our Department. In instances 
where a home adjustment is impossible the 
House of the Good Samaritan, which cares for 
many of our children, gives prolonged bed-care, 
as does the Children’s Mission, a child-placing 
agency doing medical placement under super- 
vision in foster homes, and the Children’s Bu- 
reau, which offers a like service for Jewish chil- 
dren. Recently it seemed to Dr. White neces- 
sary to develop a Medical-Social Home Service 
for some of these children who, he felt, needed 
to be seen by a doctor yet were not well enough 
to come to the Clinic and were unable to pay 
for medical care at home. These children are 
visited as needed by a doctor and a social worker, 
making possible the discussion of any problems 
relating to the child, both medical and social, 
and is, we believe, one of the most valuable 
services we give. 


OCCUPATIONAL AND RECREATIONAL THERAPY 


Many of our children and young adults are, 
of course, admitted first for study to the hos- 
pital, and for these children we are evolving, 
with the doctors’ approval, contacts with our 
Occupational Therapist, Miss Lucy Morse, and 
our Librarian, Miss Elizabeth W. Reed, to whom 
each patient is, on admission, referred. Miss 
Morse, after consultation with the doctor in 
charge, provides suitable craft interests which 
are changed as the patient’s condition improves, 
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and on his discharge he is given materials to 
take home which help to tide over the first hard 
days of difficult adjustment which often are 
but a change from the hospital ward to bed at 
home. Miss Reed also visits our patient as soon 
as possible and tries to find out his interests 
and attempts to develop in him a love of good 
reading, for far too often we find our children’s 
literary efforts confined to the paper novel of 
the corner drug store. On his discharge she 
writes his librarian, tells of the type of read- 
ing he has done while in the hospital, outlines 
his need, and solicits the librarian’s interest. 
For the child in bed at home for whom addi- 
tional interests are asked for by the doctor, we 
have a group of six craft workers, four of whom 
come to us from the Massachusetts School of 
Art. These workers, with the approval of the 
doctors, go into the homes of the patients and 
teach them simple crafts after the cases have 
been discussed and the plan agreed upon. The 
remark of one of our small boys, who had dif- 
ficulty in staying in bed, that he did not mind 
keeping quiet when he had something to do, il- 
lustrates the need of work of this kind, as does 
the ready response of one of our older children 
who, before he had craft work, was bored, ir- 
ritable, and restless, and who now is so busy 
with craft projects that he would like to have 
a worker every day. 


SCHOOL 


Repeated days in bed mean, of course, loss 
of school, and later on, bitter disappointment 
and regret when the young adolescent realizes, 
perhaps for the first time, the fact that he is in 
a group of children far younger than he. For 
the cardiac child I doubt if his school days are 
his happiest days. Too many real tragedies are 
constantly occurring for him, such as the in- 
ability to keep up to grade because of illness, 
the disappointment of being excluded from exer- 
cises, and the horror of being different. A help- 
ing hand to guide and a mind to understand are 
continually needed here. 

The school is recognizing the need of home 
teaching, and cardiacs, as well as crippled chil- 
dren, are eligible for this service offered by the 
State. There are many other cases, however, 
where even in the two or three days out of 
school the keynote to some problem has been 
lost and the child, on his return, has been too 
embarrassed, perhaps, to confess he did not un- 
derstand. For such children as these and for 
others not eligible for the school service, we 
have, after the approval of the school authori- 
ties has been secured, sent in volunteer tutors, 
college graduates for the most part, who have 
had the time to go over and over knotty prob- 
lems and have been able to give back to the child 
that feeling of security which his time away 


from school had taken. For it is security that 
we want for these children, not only in their 
school life, but most of all in the inncr life each 
one of them must lead alone where there are 
many dark spaces often impassable without the 
friendship of some older man or woman. 


OUR ADOLESCENT CLINIC 


Last year the increasing number of adoles- 
cents made the division of our Cardiae Clinic 
advisable and this second group presents to us, 
perhaps, our greatest challenge. Attempting 
to guide normal children through adolescence is 
a difficult task. To guide successfully children 
whose limitation of activity sets them apart, 
who feel a keen inferiority because cf their 
inadequacy, is a great opportunity as well as 
a great responsibility. In a small way we are 
trying to do this by the substitution of crafts 
and hobbies for children, both in and out of 
school, through the advice of our Child Guid- 
ance Clinic along educational and vocational 
lines, and through clubs which make possible 
the finding out of the hearts’ desires of these 
children and which enable us to help develop 
any latent talents they may have, fostering al- 
ways the group spirit but seeing first of all 
that our patient has his worthwhile contribu- 
tion to make in ways of which his ‘‘gang’’ had 
never dreamed. An interesting illustration is 
that of a small boy whose whole attitude as 
well as that of his ‘‘gang’’ changed when such 
things as small turtles, a flower box to paint 
and real paint to do it with, and a home-made 
checker board, were supplied him. After a few 
weeks the boys in his group were eager to climb 
the stairs and share these interests with him, 
and he again regained his leadership. 


VOLUNTEER ASSISTANTS 


Long ago we recognized the magnitude of the 
task and realized that no staff, however well 
equipped, could carry such a burden without 
aid. With over seven hundred children treated 
in our Cardiac Clinie last year, the Committee 
for the Home Care of Children with Heart 
Disease, who have for over eighteen years spon- 
sored this work, turned to volunteers in the com- 
munity as well as to the organized groups, pre- 
senting our problems and our opportunities, and 
asking their aid. As always, when one so turns, 
the response has come and college graduates, 
students, debutantes, have given freely of their 
services which have made possible the carrying 
on of the work. 


OUR ULTIMATE AIM 


What is our ultimate aim in this work for 


children with heart disease? In the last chap- 
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ter of his book ‘‘The Goal of Social Work’’ in 
his closing sentence, Dr. Cabot’ has given the 
answer far better than I could. ‘‘The goal of 
social work is the feeding of the fundamental 
(and fundamentally social) human desires by 


the alleviation of misery, the reform of environ- 
ment (material and especially spiritual), by the 
planning and the interpretation of constructive 
educational experience, thus revealing God 
through Christian Charity.’’ 


GENERAL 


. HOWARD SPRAGUE addressed the 

“ meeting briefly on the subject of ‘‘A Primer 
for Use in the Families of Children with Heart 
Disease.’’ Such a primer, alluded to in the 
previous reports, is now in the process of prepa- 
ration. Dr. Sprague indicated the three impor- 
tant functions of the primer: (1) The bet- 


ter explanation to the parents of the condi- 
tion, rheumatic infection, especially with regard 
to the effect on the heart. This is one of the 
most difficult problems for the cardiologist to 
face, for he cannot give a complete and wholly 
accurate prognosis, and he ean give no specific 
medicine for the heart, both vital points to the 
layman. Furthermore the explanation to par- 
ents is difficult, because to them there may be 
no evidence of any trouble at all. (2) The 
repetition and emphasis of the data and instruc- 
tions. (3) The visual approach to the prob- 
lem with pictures, silhouettes and drawings that 
represent what the child with heart disease 
should and should not do. When the primer 
is completed, the intention is to distribute it 
through the cardiae clinics, social workers, and 
parent-teacher associations. 

Dr. T. Duckett Jones next discussed the ques- 
tion of ‘‘The Education of Parents, Patients, 
and Teachers in Relation to Rheumatic Fever 
and Heart Disease.’’ The need of this, the 
speaker said, had been indicated in the previ- 
ous reports. Great care has to be used in the 
propagation of such edueation, chiefly to avoid 
making the patients too introspective, and to 
avoid the situation in which the patients or par- 
ents think they know enough to be their own 
physicians. 

The speaker next discussed the things to be 
emphasized in the educational program. First 
of all the nature of rheumatic fever, especially 
its tendency to recur, should be taught. Heart 
disease develops during the active stage of rheu- 
matic fever, and good medical supervision is 
necessary to determine any activity or progres- 
siveness of the lesions, even though the patient 
is not an invalid. Parents should also know 
to some extent the signs and symptoms indi- 
eating activity—joint pains, loss of weight, low 
grade fever, nosebleeds, heart pain, chorea (St. 
Vitus’ Dance), ete. It is also important that 
families should know that the disease spreads 
from one person to another during the early, pro- 
dromal, as it were, respiratory stage. The par- 


DISCUSSION 


ents should understand that although we do not 
know the cause of the disease, the causative agent 
is probably present in the throat at least during 
certain upper respiratory infections. Parents 
should know what rest for the patient actual- 
ly means, and when it is indicated. Rest is 
always necessary during the active disease, it 
is necessary in gradually decreasing amounts 
during convalescence, and a greater or lesser 
degree of it will be necessary if the heart is 
sufficiently damaged to result in a dee 
cardiac reserve. Enforced and prolonged rest 
unless properly explained may result in serious 
and unnecessary invalidism. 

Nagging must be avoided on the part of the 
parents, for on the whole the child is very apt 
to live within his own reserve. Recreation guid- 
ance help is very important. Teachers have a 
useful function because they come in contact 
with the children so much, and prevention of 
spread of respiratory infections and proper care 
of the ‘‘cardiac child’’ are two duties for them. 
Finally, Dr. Jones stated that the dissemination 
of knowledge and education along these lines is 
probably best carried out in small informal 
groups by individual physicians and social work- 
ers whom the parents know more or less per- 
sonally. 

Dr. Paul Emerson, in discussing the papers, 
offered three suggestions: (1) that there be 
printed copies of the proceedings for all, (2) 
that there be a small ceremony when a child 
*‘oraduates’’ from a cardiac clinic, and some 
reward such as a silver pin offered for faithful 
service and attendance, (3) that there be more 
concerted codperative action between hospitals 
in regard to criteria of how many patients to 
aecept, how long to keep them, and how inten- 
sive a follow-up system is to be used. There 
should be some more definite system of trans- 
ferring patients to homes for the chronic sick 
if it is likely that they will occupy beds for — 
long periods of time. 

Miss Ida Cannon remarked on the timeliness 
of the meeting and the very real codperation 
that now exists among doctors, social workers, 
occupational therapists, and child guidance 
workers. She believes that while the whole pro- 
gram is doing well, the vocational side is per- 
haps the point needing the greatest attention 
at this time. 

The meeting was adjourned by Dr. Paul D. 
White at six o’clock. 


| 
| 


VOL. 209 
NO. 3 


NEW HAMPSHIRE 


MEDICAL SOCIETY 


145 


NEW HAMPSHIRE MEDICAL SOCIETY — 


GENERAL MEETINGS 


HE One Hundred and Forty-Second Annual | 

Meeting of the New Hampshire Medical So- 
ciety was held in the Ballroom of the Hotel 
Carpenter at Manchester, New Hampshire, on 
Tuesday, May 16, 1933, at ten o’clock in the 
morning, with the President, Dr. Harry 0. 
Chesley, presiding. 


PRESIDENT CHESLEY: Gentlemen of the New 
Hampshire Medical Society—It is my duty to 
call this meeting to order for the One Hundred 
and Forty-Second Annual Meeting of the So- 
ciety. 

I have the honor to present to you the Rev- 
erend Edward Clark, Chancellor of the Man- 
chester Diocese, who will deliver the invocation. 


Farner Epwarp CuarK: We beg God’s bless- 
ing upon the work of the One Hundred and 
Forty-Second Annual Meeting of the New 
Hampshire Medical Society, in the Name of Him 
whose mission upon earth was a mission of love 
and mercy. 

He went about doing good. His ultimate aim 
was the spiritual uplifting of mankind. But, 
in the accomplishment of that aim, He was con- 
stantly mindful of the physical ills of mankind, 
and by the alleviation of the sufferings of man- 
kind, He sought to draw men to Himself, to 
bring new influences and greater happiness into 
their lives. | 

Your mission is also a mission of mercy and 
kindness. You seek, likewise, to bring happi- 
ness into the lives of men in their hours of suf- 
fering. | 

We ask Almighty God, then, to guide you in 
your work, and we beg His blessings in that 
prayer which He, the Father of us all, taught 
us to say: 

Our Father, Who art in Heaven 

Hallowed be Thy Name, 

Thy Kingdom come 

Thy Will be done 

On earth as it is in Heaven. 

Give us this day our daily bread 

And forgive us our trespasses 

As we forgive those who trespass against us, 

And lead us not into temptation 

But deliver us from evil. Amen. 


PRESIDENT CHESLEY: This Society is honored 
by having one of its members elected to the 
highest office within the gift of this city. I am 
pleased to present His Honor, Dr. Damase 
Caron, Mayor of Manchester, New Hampshire. 


Dr. DamasE Caron: Mr. President, Rever- 
end Father, and Members of the New Hampshire 
Medical Society—I feel that it is my first duty, 
as Mayor of Manchester and also as a member 


of the medical profession, to acknowledge the 


presence among us of Father Clark, represent- 
ing the Most Reverend John B. Peterson, Bishop 
of Manchester. Father Clark has just implored 
the Grace of God upon this important meeting, 
and, representing Bishop Peterson as he does, 
this is an inspiration and an encouragement 
to all of us, as well as to the citizens of Man- 
chester. 

I extend a cordial welcome to the New Hamp- 
shire Medical Society on the oceasion of its One 
Hundred and Ferty-Second Annual Convention. 
A year ago, I had the privilege of welcoming 
your Convention for the first time as a member 
of the medical profession in the capacity of 
Mayor of the City of Manchester. I felt then, 
and I feel today, doubly happy in being a doctor 
of medicine and also the Mayor of the Queen 
City of New Hampshire. My first title I owe 
to my studies; my second title is a compliment 
from the people of the City of Manchester. 

The City of Manchester stands alone in hav- 
ing two of its physicians decorated with the 
fifty-year membership gold medal. I wish to 
both of them another fifty years of life. 


The City of Manchester possesses a great many 
rare features. We have a low death rate among 
our population. It must be remembered that we 
have had no epidemic of typhoid fever for the 
last thirty years. This means that our city meets 
all of the requirements as to drinking water. 
And so, we invite you to drink water, and plenty 
of it. As a matter of fact, it is the only re- 
freshing beverage we can offer you for the pres- 
ent, at least. 

Scarlet fever and other infantile ills are al- 
most unknown in our city. The Board of Health 
informs me that the inspection of hotels and 
restaurants is made regularly, so you may rest 
assured that the food that will be served to you 
during your stay here will be of the very best 
quality. 

I know that you will enjoy a very fine meet- 
ing here. We even applied to the Weather Bu- 
reau for a bright, sunny day with which to 
start the Convention. 

I trust that you will find a moment to visit 
our City, which is built upon the slopes of the 
banks of the Merrimack River. You will find 
here hospitals with the latest equipment, 
churches, and many institutions of learning, in- 
dustries, stores, well-paved and _ well-shaded 
streets, country clubs, our airport, parks, lakes 
and mountains. 


I hope that your sojourn here will be a blessed 
one. Please accept the best wishes of our City 
for the success of your Convention. 


J 
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PresipENT CHESLEY: In presenting the Chair- 
man of the Committee on Arrangements, we 
wish to assure him and all the members of his 
sub-committees that we are appreciative of his 
efforts and of their efforts in making this meet- 
ing possible. I now present to you Dr. Gran- 
ville E. Hoffses, Chairman of the Committee on 
Arrangements. 


Dr. GranviteE E. Horrses: It gives me great 

pleasure, as President of the Manchester Medi- 
eal Association, to welcome you to our City, 
and we hope that before you leave tomorrow 
night you will realize that we have put some 
work into thé arrangements for this affair. It 
certainly is a pleasure to see so many of you 
here so early in the morning, and I feel that 
as the day goes forward and tomorrow comes 
we shall see more members here. 

I hope that you will all get your tickets for 
the banquet tomorrow night. That is the big 
event of the two days here, the culminating 
event. 

I wish to speak a word also regarding the ex- 
hibits. The exhibits contribute a great deal 
toward making our Convention a success; there 
has been a great deal of work and energy put 
into them, and I hope that you will look them 
over and make the best effort that you can to 
appreciate them. 

Again I welcome you, and hope that we shall 
be able to give you such a good time that you 
will all want to come next year. 


PRESIDENT CHEsLEY: At this time, I would 
like to inquire if there are any visiting dele- 
gates present? 


Dr. J. D. Puiuures of Maine: Mr. President, 
and Ladies and Gentlemen of the New Hamp- 
shire Medical Society—It is a pleasure to be 
here and extend to you the greetings of the 
Maine Medical Association. Our association was 
formed to be of some benefit to the medical pro- 
fession, and to make the State of Maine a mere 
healthful place in which to live. It seems to 
me that should be the aim of all medical men. 

I assure you, gentlemen, that I am very glad 
to be here. I am very anxious to hear your 
papers and to receive the benefits from them 
so that I may return to our Medical Association 
in Maine and report to them. I thank you, 
gentlemen. 


PRESIDENT CHESLEY: We are glad to have 
you with us, Dr. Phillips, and we shall be 
pleased to have you convey to your Association 
our best wishes. 

The following members have completed fifty 
years in practice: 


Alpha H. Harriman, Laconia. 
Joseph Theriault, 39-58 rue Daudurand, Mon- 
treal, Canada. 


Nathaniel F. Cheever, Greenfield. 
Charles B. Drake, West Lebanon. 
William H. Leith, Lancester. 
William Hale, Gloucester, Mass. 


We should, by all rising, show our apprecia- 
tion of these doctors, accord them the honor, 
the respect and the consideration which such a 
distinction merits. 


(The audience then arose and applauded the 
doctors who had been in the practice of medi- 
cine fifty years.) 


THE PRESIDENT: I appoint a Reception 
Committee for the Visiting Delegates: Dr. D. 
W. Parker, Dr. S. T. Ladd and Dr. A. W. Mit- 
chell. 


Dr. Paul deNicola of Nashua then read a pa- 
per on ‘‘The Diagnosis and Treatment of Mul- 
tiple Sclerosis,’’ discussed by Dr. Deering G. 
Smith, Nashua, Dr. Charles H. Dolloff, Coneord 
and Dr. S. Stone of Concord. 5 


Dr. Ezra A. Jones, Manchester read a paper 
on ‘‘Orthopedices of Infantile Paralysis,’’ dis- 
cussed by Dr. Carl Friborg, Manchester and Dr. 
Carleton R. Metealf, Concord. 

Dr. Jones presented a number of patients 
demonstrating the results of treatment. 


Dr. Ira N. Kilburn, Springfield, and Dr. Al- 
fred E. Johnson, Greenfield, delegates from 
Massachusetts, were introduced. 


PRESIDENT CHESLEY: We are glad to have 
you with us, gentlemen, and we shall be pleased 
to have you say a word to us. 


Dr. ALFRED E. Jonnson: Mr. President and 
Members of the New Hampshire Medical Society 
—TI assure you that it is a great pleasure and 
privilege to be here and to extend to you the 
good wishes of the President of the Massachu- 
setts Medical Society. 


TUESDAY AFTERNOON Session, May 16 


The meeting was called to order by President 
Chesley at 2:30 o’clock. 


Dr. Herbert Thoms and Dr. Creighton Barker 
of New Haven, Connecticut, delegates from Con- 
necticut Medical Society were introduced. 


PRESENT CHESLEY: Gentlemen, we are 
very pleased to greet you, and we shall be glad 
to have you say a few words to us. 


Dr. CREIGHTON Barker: Mr. President and 
Members of the New Hampshire Medical So- 
ciety—My speech will be just an introduction to 
the speech that will follow. 

We are very glad, indeed, to bring you the 
greetings from Connecticut, ‘the Nutmeg State, 
the land of steady habits. : 
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We had a very delightful drive this morn- 
ing. We left about eight-thirty and arrived 
here at two o’clock. This trip proved to me 
more than ever that New England is the finest 
place in the world to live. I thank you very 
much for your hospitality. 


Dr. HerBert THoms: I would like to thank 
you all for the opportunity to come here and 
see a number of my friends. I spent a few happy 
years at Hanover, so that now it is somewhat like 
coming back home. Let me invite all of you 
to come to Connecticut whenever you can. We 
will give you a warm welcome and perhaps be 
able to show you some things that are not up 
here. 


PRESIDENT CHEsLEY: Will Dr. Charles F. 
Flanders and Dr. Charles A. Weaver of Man- 
chester kindly come forward to the platform 
with Dr. Charles Byron Drake of West Leba- 
non ? 

Ladies and Gentlemen, we are about to make 
‘observance of the very pleasing custom of this 
society of honoring those members who reach the 
fifty-year membership. 

We believe that any doctor who has been a 
member of this society for fifty years is entitled 
to all the honor, respect and consideration which 
such a distinction can give and which few of us 
can achieve, and I consider it a great honor, on 
behalf of the New Hampshire Medical Society, 
to present the medals emblematic of this event. 

Now, it is a queer coincidence that all three 
of these gentlemen whom we are about to honor 
have the same first name, Charles. Names go in 
cycles of particular eras, but just what era was 
in vogue when they received their names I am 
unable to say. Charles the First lost his head, 
but I can assure you that these gentlemen have 
kept theirs. 

I am, indeed, proud to introduce to you Dr. 
Charles A. Weaver of Manchester, Dr. Charles 
F. Flanders of Manchester, and Dr. Charles 
Byron Drake of West Lebanon. 


Dr. CHarues A. WEAvER: Mr. President, 
have certainly sprung something on me, but I 
shall try to meet the occasion. 

I wish to thank you, Mr. President, as well 
as the members of the New Hampshire Medical 
Society, for the medal which I am about to re- 
ceive, but above all, I wish to thank God, who 
has been good to me in allowing me to live all 
these three score years and more, thereby making 
it possible for me to be a member of the New 
Hampshire Medical Society for fifty years. 

I can remember when I was in practice out 
in the country that the meeting of the New 
Hampshire Medical Society was looked upon 
by me as the event of the season. It was about 
the only meeting I did attend because my time 
was so occupied by traveling about with a horse 


ure to attend the Annual Meeting of the New 
Hampshire Medical Society, but it was also of 
much profit to me. 

And now, the Society is about to present me 
with a medal—possibly I am not going to get it. 
But if I do, all I can do is to look at the medal 
and say, ‘‘Old Dr. Weaver.’’ I must be ‘‘Old 
Dr. Weaver’’ or I wouldn’t get the medal. 

In this morning’s paper, I noticed a little 
editorial in which some nice things were said 
about this event, which were all complimentary. 

I can remember times during the last fifty 
years when there were all kinds of things said 
about me, and some of them I wouldn’t cal! com- 
plimentary. I will tell you of one little incident, 
in which I consider I received a kind of left- 
handed compliment. It was during the winter 
season, and it was snowing and blowing when 
I started out making my trips to the surround- 
ing towns. I got in about one-thirty in the 
afternoon. While I was gone, a messenger had 
been sent to the house with the request that I 
was to make a call in the- village; the house- 
keeper of one of the villagers was ill. However, 
my wife forgot to tell me. I changed horses, 
took a quick lunch and started out again. I 
returned about nine-thirty in the evening. My 
wife called to me when I came into the house and 
said that I was much wanted at a certain place 
in the village. She said that she forgot to tell 
me and that they had been at the house again 
in the afternoon for me. I started out again, 
and went, as directed, to the back door. When I 
got into the house, I found a woman sitting by 
the open fire in a rocking chair tipped way back, 
with a very sour look on her face. With that 
greeting, she said to me, ‘‘Dr. Weaver, vou 
would make a good man to doctor the devil.’’ 
‘‘How so?’’ I asked. ‘‘ Well, he would die,”’’ 
she said, ‘‘before you would get around to see 
him!’’ 

But, with all these things that have happened 
to me during my years of practice, I am grateful 
to the people in the community in which I live 
who bore so patiently with me throughout my 
years of practice in my chosen profession. I 
thank you, gentlemen. 


Dr. CHARLES F. FLANDERS: Mr. President 
and. Members of the New Hampshire Medical 
Society—I suppose it has been the custom for 
anyone receiving this compliment to say a few 
words of appreciation. I am not going to try 
to inflict anything of that kind upon you today. 
Dr. Weaver always makes my speeches for me, 
and I think he has done unusually well today. 
T shall leave the honors with him, and merely 
say to you that I am greatly honored, 'that I 
thank you for this evidence of your extoem and 
I will now make my bow. 


Dr. CHARLES Byron Drake: Mr. President 
and Members of the New Hampshire Medical 


and sleigh or a horse and buggy. It was truly 
the event of the season. It was not only a pleas- 


Soctety—I will not attempt to go: all over Dr. 
Weaver’s experiences of his many years in prac- 
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tice. We have all done our work for many’ 
years, and so Dr. Weaver, Dr. Flanders and I 


come here today to receive the congratulations. 


from the New Hampshire Medical Society. 
Extemporaneous remarks are things of the 
past, so far as I am concerned, especially since 
being in the General Court of the State of New 
Hampshire, so you will excuse me if I give you 
a few words that our Secretary-Treasurer com- 
pelled me, or thought he did, to say, in relation 
to the past, the present and the future, I suppose. 
(Dr. Drake then read appropriate poems en- 
titled ‘‘Fifty Years’’ and ‘‘The Old New Eng- 
ley, Dover, delivered the President’s Address. 


Vice-President Robert J. Graves then took the 
chair. 


Dr. Rospert J. Graves: Gentlemen, I feel 
that it is a courtesy which is owed to a speaker 
to ask him something about what he wants said 
about him by way of introduction. I asked our 
next speaker what he wanted said about him 
in introducing him, and he said, ‘‘This is my 
swan-song. A man is never elected President 
until he is old enough to retire. I’m done. So 
it really doesn’t matter very much what you say 
about me.’’ - 

Of course, we know that age lends graces 
which are sure to please, and I shall leave it to 
you if age hasn’t given to our President all the 
graces that almost any man can acquire. Our 
President, Dr. Harry O. Chesley, will now ad- 
dress you. 

PROGRAM 

The President’s Address, Dr. Harry 0. Ches- 

ley, Dover. 


Then followed a paper entitled ‘‘Malignancy 
of the Colon’’ by Dr. Chester L. Smart, Laconia. 
Discussed by Drs. Emery M. Fitch, Claremont; 
Clifton S. Abbott, Laconia; George S. Foster, 
Manchester; Philip H. Greeley, Portsmouth, 
_ and George C. Wilkins, Manchester. 

‘Acute Pancreatitis Complicating Infections 
of the Bile Passages,’’ by Dr. Philemon E. Trues- 
dale, Fall River, Mass. Discussed by Drs. Her- 
bert L. Taylor, Portsmouth; Walter H. Lacey, 
Keene; W. J. Paul Dye, Wolfeboro, and R. W. 
Robinson, Laconia. 


PRESIDENT CHESLEY: We are pleased to have 
with us Dr. A. C. Walker of Springfield, Vt., 
representing the Medical Society of Vermont. 


Dr. A. C. WALKER of Vermont: Mr. Presi- 
dent and Members of the New Hampshire Med- 
ical Society—I am very glad at this time to 
bring to you the greetings and best wishes of 
the Vermont State Medical Society. I thank 
you. 


TvuEspay EveninG, 7:30 O’Ciock, May 16 
TALKING MOTION PICTURES 


Courtesy of Dr. P. E. Truesdale, Fall River, 
Mass. 


1. Hernia of the Diaphragm. 

2. Vaginal Hysterectomy for Prolapse. 

A large audience of members, their ladies and 
guests were delightfully entertained by the pres- 
entation of this program under the personal 
supervision of Dr. Truesdale and his assistants. 


Wepnespay, May 17, 10 A.M. 
The program was as follows: 


‘‘Latest Developments of the Tonsil Prob- 
lem.’’ Adolphe J. Provost, Manchester. Dis- 
cussed by Drs. Daniel C. Norton, Manchester; 
Franklin N. Rogers, Manchester, and Reginald 
Fitz, Boston, Mass. 

‘Medical Care of County Poor.’’ 

From Committee on Hospitals, John P. Bowler, 
Robert J. Graves, Joseph J. Cobb. 

John P. Bowler, Hanover. Discussed by Drs. 
Edward R. B. McGee, Berlin; Fred E. Clow, 
Wolfeboro; D. E. Sullivan, Concord; John P. 
Bowler, Hanover; Robert J. Graves, Concord, 
and Alfred T. Bazin, Montreal. 


‘‘Anterior Pituitary Sex Hormone, in Re- 
lation to Acne Vulgaris.’’ Loren F. Richards, 
Nashua. 


Wepnespay, May 17, 2 P.M. 


Address by Edward H. Cary, Dallas, Texas, 
President American Medical Association. 


Following this address there was given a 
‘‘Symposium on the Diseases of the Biliary Tract 
—Diagnosis and Treatment.’’ 

Medical Aspect, Reginald Fitz, Boston. 

Roentgenological Aspect, George W. Hoimes, 
Boston. 

Surgical Aspect, Alfred T. Bazin, Montreal. 

Discussion, Frank H. Lahey, Boston. 

(Lantern Slides.) 


The Secretary reported the doings of the 
House of Delegates. 


REPORT OF THE BOARD OF TRUSTEES 


The trustees of the New Hampshire Medical So- 
ciety submit the following report for the year end- 
ing May 1, 1933. 


Amount of savings bank deposits avail- 


able for general use May 1, 1932...... $11,118.03 


RECEIPTS 


December 31—Received from D. E. Sulli- 
van 
This check was deposited in the 
Portsmouth Trust and Guarantee Co., 
Book No. 12813 as a part of the gen- 
eral fund. 


$400.00 


EXPENDITURES 


June 10—Paid D. E. Sullivan for expenses 
as delegate to the New Orleans meet- 


ing of the A. M. A $157.53 
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February 20—Paid ‘May the Printer,” Con- 
cord, for prize essay notices, by check 
aa Portsmouth Trust and Guarantee 

0. 


The Bartlett Fund 


Deposit in the Portsmouth Savings Bank, 

k No. B. 21110 

The original fund, $352.11, by the 

terms of the will is kept as a perma- 
nent fund. 


The Pray Fund 


Deposit in the ~ Savings Bank of 
Dover, Book No. 42 
$1,000.00 of this pes be kept as a 
permanent fund, the income of which 
is to be expended for prize essays. 


The Burnham Fund 


Deposit in the New Hampshire Savings 
Bank of Concord, Book 80106 
$1,140.00 of this must be kept as a 
permanent fund, the income to be ex- 
pended for prize essays. 


The General Fund 


Deposit in the Portsmouth Trust and Guar- 
antee Co., Book No. 12813 
Deposit in the New Hampshire Savings 
Bank of Concord, Book No. 35696 ........ 


$22.07 


$5,291.36 


1,280.01 


2,085.22 


2,169.67 
4,632.60 


Total Funds on Deposit 


Permanent Funds Not for 
General Use 


The Bartlett Fund 


The Pray Fund 
The Burnham Fund 


$352.11 
1,280.01 
2,085.22 


$15,458.86 


3,717.34 


Amount available for general use..... 
The balance due this Society from 
the Merrimack River Savings Bank at 
the time it closed was 


This, less the 50% dividend already 
received, leaves a present balance of... 


The trustees understand that a final 
dividend of about 15% will be de- 
clared in the near future. 


It may interest the economists of 
the Society to learn that the only 
deposit made by the Trustees in this 
bank was on April 17, 1895, the 


amount 
Sept. 22, 1919, there was _ with- 


rawn 
July 5, 1922, 
drawn 


$75.00 
75.00 


there was’ with- 


$11,741.52 


$1,833.97 


$916.98 


$573.01 


150.00 


Leaving the total investment in this 
bank 


So that, thanks to the compound in- 
terest and a few extra dividends, and 
in spite of dishonest bank manage- 
ment, the savings of our fathers will 
be returned three-fold. 


$423.01 


Two awards have been made in the essay con- 
est 


The first prize to Dr. Peter J. Doyle, Dover, for 
his paper entitled “Urinary Retention. Outline of 


Causes and Treatment.” 


The second prize to Ralph E. Miller, Hanover, for 


his paper entitled “The Secondary Nodules of 
Lymphatic Tissue—Their Relation to Immunity.” 

Prizes from the Pray and Burnham funds will 
be offered in 1934. The usual notice will be sent 
each member. 


We have examined the account of Dr. D. E. Sul- 
livan, Treasurer, and found it correctly cast and 
properly vouched. 


Respectfully submitted, 
THomMAs W. LUCE, 
Henry O. SMITH, 
Trustees. 


INSTALLATION OF OFFICERS 


PRESIDENT CHESLEY: Gentlemen. as the gen- 
eral sessions were opened yesterday morning 
with an invocation, I would like to close these 
sessions as they were opened, and so it would 
be perfectly proper, in my official connection 
with that meeting, to give a scriptural quota- 
tion. I have chosen as my text, ‘‘Prepare ye 
the way, for he that cometh after me is greater 
than I.’’ 

In surrendering this gavel of authority, I 
would like to call the attention of the members 
to the care which has been bestowed in the last 
twenty-seven years on it, or since it has been 
in the possession of the Secretary. This gavel 
was given to the society forty-six years ago by 
Dr. John Wheeler. 

In presenting this gavel to our President- 
Elect, I do so with the feeling that the affairs of 
this society will be in capable hands for the com- 
ing year. I am pleased to present the gavel to 
the new President of the New Hampshire Med- 
ical Society, Dr. Robert J. Graves. 


Dr. Rospert J. Graves: As I recall the scrip- 
ture, gentlemen, the man who made that state- 
ment lost his head. And so I fear. in your fa- 
vor, that you have lost your head, but, as Mark 
Antony. is reported to have said on one famous - 
occasion, ‘‘I didn’t come here to make a speech”’; 
therefore, all I ean do is to thank you, and, 
with your help, we will have a good year. 

If there is no further business to come 
before this meeting, I now declare the One Hun- 
dred and Forty-Second Annual Meeting of the 
New Hampshire Medical Society adjourned. 


REGISTRATION 


Nam Residence 

Harry Dover 
Louis O. L. Wallace, Suncook 
D. E. Sullivan, Concord 
Henry O. Smith, Hudson 
Henry C. Sanders, Jr., Claremont 
Charles E. Smith, Conway 
A. W. Hopkins, W. Swanzey 
Carleton R. Metcalf, Concord 
E. A. Vickery, Portsmouth 
Geo. C. Wilkins, Manchester 
Pierre Bergeron, Manchester 
Ralph E. Miller, Hanover 
C. P. Ballard, Penacook 
G. E. Hoffses, Manchester 

M. P. Badger, Manchester 
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Alfred Daudelin, Nashua D. L. Stokes, Rochester 
D. W. Parker, Manchester T. F. Rock, Nashua 
W. R. Sanders, Derry Village P. J. Joyce, Nashua pe 
John J. Boardman, Hanover ’ Herman Christophe, Manchester ~ 
Colin C. Stewart, Hanover R. J. Turley, Meredith : 
George F. Dwinell, Manchester A. C. Walker, Springfield, Vt. 
J. D. Phillips, West Harbor, Maine H. E. Siske, Glencliff 
A. W. Mitchell, Epping Alexandre Barbeau, Manchester 
F. N. Rogers, Manchester Robert E. Biron, Manchester 
Paul deNicola, Nashua S. L. Hebert, Manchester 
W. A. Bartlett, Manchester L. R. Hazzard, Portsmouth 
I. L. Carpenter, Manchester H. W. N. Bennett, Manchester 
Melvin T. Stone, Troy E. J. Brown, Manchester 
Laura G. Jacques, Tilton F. S. Gray, Portsmouth 
W. J. Paul Dye, Wolfeboro V. E. Bolduc, Nashua 
L. K. Sycamore, Hanover Fred Fernald, Nottingham 
K. Churchill, Lebanon Alfred W. Love, Providence, R. I. 
C. E. Dunbar, Manchester Forrest J. Drury, Londonderry 
J. A. Tappan, Derry M. H. Towle, Manchester 
Carl R. Friborg, Manchester P. B. Weinberg, Whitefield 
Robert J. Graves, Concord L. A. March, Nashua 
Cc. F. Nutter, Nashua H. E. Thompson, Nashua 
Damase Caron, Manchester P. J. McLaughlin, Nashua 
Fred A. Sprague, Concord Arthur L. Wallace, Nashua 
Edward French, Wollaston, Mass. R. W. Tuttle, Alton 
Raiph H. Barker, Derry E. D. Burtt, Lincoln 
Cc. F. Flanders, Manchester J. C. B. Charest, Derry 
Mary Shepherd Danforth, Manchester Luther G. Dearborn, Manchester 
Ellen A. Wallace, Manchester M. Alice Normandin, Laconia 
A. N. Little, Laconia A. Normandin, Laconia 
A. W. Petit, Manchester C. S. Abbott, Laconia 
Ezra A. Jones, Manchester G. T. Sheehan, Manchester 
Thomas W. Luce, Portsmouth John A. Hunter, Dover 
Samuel T. Ladd, Portsmouth Albert E. Barcomb, Farmington 
James J. Powers, Manchester Herbert Thoms, New Haven, Conn. 
Charles H. Dolloff, Concord Creighton Barker, New Haven, Conn. 
Chas. G. MacDuffie, Manchester 5 Emery M, Fitch, Claremont 
S. Stone, Concord Charles A. Weaver, Manchester 
D. C. Norton, Manchester M. A. H. Hart, Milton 
Bruce Snow, Manchester H. M. Morse, Peterboro 
John D. Spring, Nashua Frank B. Foster, Peterboro 
D. N. Matsir, Nashua Leonard B. Morrill, Center Harbor 
A. J. Provost, Manchester Cc. L. Smart, Laconia 
Benj. P. Burpee, Manchester R. W. Robinson, Laconia 
J. A. Ferguson, Lancaster Chas. B. Drake, West Lebanon 
F. P. Scribner, Manchester A. S. Merrill, Manchester 
G. F. Manning, Manchester J. E. Larochelle, Berlin 
Deering G. Smith, Nashua W. P. Grimes, Hillsboro 
George S. Emerson, Fitzwilliam Louis W. Flanders, Dover 
S. G. Davis, Nashua George W. Weymouth, Lyme 
John Deitch, Manchester Abner Oakes, So. Berwick, Maine 
J. F. Robinson, Manchester : Charles F, Keeley, Claremont 
J. L. Larochelle, Manchester Lucien P. Guay, Manchester 
J. O. Gagnon, Manchester S. Fraser, New Boston 
G. F. Foster, Manchester Zatae L. Straw, Manchester 
F. B. Lund, Boston, Mass. Philip H. Greeley, Portsmouth 
Pearl Goodman, Nashua Herbert L. Taylor, Portsmouth 
Alfred E. Johnson, Jr., Greenfield, Mass. Robert W. Holmes, Keene 
Ira N. Kilburn, Springfield, Mass. Jos. N. Friborg, Manchester 
Sarah M. Hobson, New Ipswich W. C. Rowe, Concord 
Howard A. Streeter, Manchester Geo. B. Hoitt, Manchester 
C. G. Cayward, New Ipswich G. S. Gaudrault, Concord 
D. P. Mocas, Nashua | Mary A. Sweeney Nashua 
N. D. Michou, Manchester B. E. Sanborn, Manche “n 
R. Flanders, Manchester ; W. A Thompson M ne 
+ 4. » Manchester 
A. S. Mangurian, Manchester H. I. L. Loverud, Manchest 
Norman W. Crisp, Nashua _ G. V. Fiske, Mancheste — 
H. Scott Pattee, Manchester H. H. Dearborn, Milf d 
H. B. Hazen, Lebanon D. G. Mclvor, Conc a. 
G. M. Crowell, Suncook James Black 
» Nashua 
E. H. Carleton, Hanover William D. Thibodeau, N 
H. N. Kingsford, Hanover Fred N J. Dubé Nnah ashua 
W. N. Souter, Portsmouth Philemon E Trucedal ll 
C. O. Coburn, Manchester D. J. Sullivan, Manchester een eee. 
Harry B. Carpenter, Portsmouth Reginald Fitz, xa 
Russell Wilkins, Manchester Z, Boston, Mass. 
, T. J. Morrison, Somersworth 
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Robert B. Kerr, Manchester 
John P. Bowler, Hanover 
John Gile, Hanover 
Harry T. French, Hanover 
Ralph N. Jones, Whitefield 
John G. W. Knowlton, Exeter 
Fred Clow, Wolfeboro 

H. C. Pickwick, Lisbon 

A. A. Beaton, Franklin 

W. P. Clough, New London 
F. E. Spear, Woodsville 

F. S. Eveleth, Concord 

A. L. MacMillan, Concord 

A. Bogardus, Canaan 

W. Adams, Franklin 

K, Dearborn, Woodsville 
E. McKinlay, North Haverhill 
C. Russell, Haverhill 

M. Miller, Woodsville 

C. Sweeney, East Jaffrey 
. A. Middleton, Ashland 

. W. MacMurphy, Belmont 
. H. Marcotte, Nashua — 

. H. Richard, Dover 

. W. Baker, Laconia 

mes W. Jameson, Concord 
. H. Brooks, Claremont 

. J. Brosnahan, Keene 

. P. Hodgdon, Laconia 

. H. Amsden, Concord 


. B. Woodman, Franklin 
. A. Hernandez, Laconia 
. W. Leonard, Exeter 
. L. McLaughlin, Farmington 
A. Pratte, Keene 
. W. Savage, Lebanon 
. M. Dowlin, Claremont 
t Cole, Goffstown 
_W. Burnham, Lebanon 
ren F. Richards, Nashua 
F. E. Kittredge, Nashua 
A. C. Johnston, Gorham 
T. C. Pulsifer, Berlin 
L. T. Togus, Manchester 
W. A. Allen, Hampstead. 
Herbert Q. Horne, Haverhill, Mass. 
G. E. Prevost, Walpole 


J. A. Stewart, Bellows Falls, Vt. 
John L. Holmes, Manchester 
S. G. Morrill, Concord 

A. T. Bazin, Montreal 

P. A. Pion, Littleton 

John M. Page, Littleton 

C. H. Babbitt, Nashua 

F. O. Claggett, Newport 

R. H. Thompson, Center Sandwich 
H. H. Purinton, Somersworth 
John B. Wlodkoski, Manchester 
H. J. Connor, Concord 

Albert S. Dolloff, New Hampton 
L. B. Marcou, Berlin 

F. B. Argue, Pittsfield 

E. E. Lake, Hampstead 

Arthur W. White, Franklin 

E. C. Batchelder, Dover 

J. J. Topham, Dover 

C. M. Wiggin, Conway 

Rolf C. Syvertsen, Hanover 
Donald E. Higgins, Epping 

D. C. Moriarty, Newport 

J. H. Munro, Sunapee 

B. L. Freeman, Suncook 
George G. McGregor, Concord 
J. E. Powers, Wilton 

Philip McQuestin, Nashua 

H. W. Newell, Manchester 

R. Perley, Laconia 

. R. Hoyt, Laconia 

. J. Delaney, Concord 

. E. Grant, Durham 

. J. Manning, Dover 

Charles H. Cutler, Peterboro 
Marion L. Bugbee, Concord 
Robert M. Deming, Glencliff 

C. E. Butterfield, Concord 

J. J. Morin, Rochester 

Harris E. Powers, Manchester 
Herbert S. Hutchinson, Milford 
Edward G. Dover 
Peter J. Doyle, Dove 

F. McGill, 


NEW MEMBER 


Francis J. Kasheta, M.D., Warren, N. H. Grad- 
uate Tufts College Medical School 1924. Licensed 
1932. 


NEED MORE INFORMATION ON PATENT 
MEDICINE LABELS 

Need for more complete and informative label- 
ing on patent. and proprietary medicines and for 
stricter regulation of patent-medicine advertising 
is seen by Dr. F. J. Cullen, chief, drug control, 
Federal Food and Drug Administration, in reports 
of recent fatalities resulting from cinchophen 
poisoning. Cinchophen, a chemical anodyne and 
sedative, is frequently used by sufferers from 
neuralgia, rheumatic pains, neuritis, arthritis, gout, 
and similar disorders. The Federal Food and Drug 
Law, as at present written, does not require the 
presence of this drug in a medicine to be de 
clared upon the label. 
“Mayo Clinic, Rochester, Minn., onlay report- 


ed five fatal cases due to poisoning from cincho- 
phen which was self-administered or taken with- 
out proper medical supervision,’ says Dr. Cullen. 
“The patients came to the clinic for relief from 
jaundice. Atrophy of the liver was the main path- 
ology. As late as October, 1932, the Annals of In- 
ternal Medicine reported six fatal cases of cincho- 
phen poisoning, four of which were caused by one 
proprietary remedy. The patients suffered from 
progressive painless jaundice, associated with other 
distress, and with pyrosis and vomiting. One patient 
took 60 grains of cinchophen, another about 45 
5-grain tablets over a period of one month. The 
Administration has recently received reports of a 
number of other deaths which were directly at- 
tributed to poisoning from this drug.”—U. 8S. De- 
partment of Agriculture. 
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Anna C. Rudd, Durham 

Edgar J. Thibodeau, Berlin 

E. R. B. McGee, Berlin 

Bernard P. Haubrich, Claremont 

E. B. Swett, Goffstown 
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EpiTrep By Ricuarp C. Casot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 19291* 


BULBAR SYMPTOMS IN A MAN OF 
SIXTY-FIVE 


NEUROLOGICAL DEPARTMENT 
PRESENTATION GF CASE 


Dr. Frank B. Curtts:** This is the case of 
a sixty-five year old white single retired butcher 
who entered the Emergency Ward in the eve- 
ning and was discharged dead the following 
morning. His chief complaint was inability to 
swallow or speak distinctly for three days. 

The history revealed that fourteen years be- 
fore entry he had hemiplegia from which he 
gradually recovered during the year with no 
residual paralysis. 

Three days before entrance he went to bed 
perfectly well. The next morning he was un- 
able to swallow and had thickened speech. He 
had remained in the same condition. He had 
no particular difficulty in breathing except when 
the respiratory passages became occluded with 
mucus, which he had difficulty in raising. 

He gave a history of a chancre thirty years 
before entry, treated by being ‘‘burned off’’. 

Examination showed a well developed, over- 
nourished man weighing over two hundred 
pounds, sitting up in bed fairly comfortable. 
The heart was thought to be a little large, but 
it was difficult to be sure because of emphysema. 
The blood pressure was 160/80. 

The temperature was 99.4°, the pulse 96, the 
respiration 24. 

On neurologic examination the following find- 
ings were noted: He was perfectly clear mental- 
ly and could answer questions rationally. Slight 
rotatory nystagmus was observed in all direc- 
tions, more marked on looking up. The pupils 
were slightly irregular; the left was greater 
than the right. The extraocular movements were 
normal. The jaw deviated slightly to the right 
when open. There was no sensory change over 
the distribution of the fifth nerve on either side. 
There was questionable facial weakness of the 
central type, more pronounced on the right side. 
The palate showed a very marked deviation to 
the left. The voice was very thick and inarticu- 

*The following report gives the essentials of two discussions, 
one in Dr. Cabot’s Third Year class, one in a conference of the 
hospital staff. 

**Interne on the West Medical service. 


late. The tongue deviated to the right when 
protruded. He was unable to swallow at all. 

A stomach tube was passed and he was given 
twenty ounces of fluid and felt better. He was 
quite comfortable and was sent to the ward and 
placed on the danger list. Because of the ob- 
struction from mucus in the throat and the soft 
palate, and since he had a fairly strong respira- 
tory impulse, arrangements were made to have 
tracheotomy done if necessary. 

According to the nurse’s notes he was seen at 
eleven o’clock by Dr. Snyder and was in good 
condition. He had a little difficulty in breathing 
but was really quite comfortable. At two o’clock, 
according to the notes, he suddenly choked up 
and died practically immediately. A doctor was 
called from the Emergency Ward but by the 
time he arrived the patient was dead. A short 
time after that a surgeon arrived and attempted 
tracheotomy and artificial respiration. The pa- 
tient was dead when I arrived ten minutes later. 


CLINICAL DiscussIon 


IN DR. CABOT’S CLASS 


Dr. MavuricE FreMoNtT-SmitH: There is a 
lesson to learn from this second paragraph, 
namely that when a person has a cerebral hem- 


| orrhage it is not necessarily the beginning of the 


end. I have had one patient who went fifteen 


‘years after the first hemorrhage before the sec- 


ond. The usual conception is that if a person 
has a hemorrhage, another hemorrhage is likely 
to follow rather shortly, and in any case he is 
more or less done for. It is not always the case. 

Three nights before entry he must have had 
another shock, and it must have been a hemor- 


rhage involving the base, because it is getting 


down towards the medulla when he cannot swal- 
low. It is possible to help mucus in the throat 
under these conditions by the use of an aspirat- 
ing machine. I had an experience with a woman 
who had a hemorrhage and was choking to death. 
We put her on suction and she got through the 
next three or four days and began to swallow. 
Now it is four. years later and she has led a 
happy, rather limited life since. ‘It was of im- 
portance in saving her life I believe. 

For a man of sixty-five this is a pretty normal 
physical examination. He had an emphysemat- 
ous chest, with the usual difficulty of percussing 
the heart under those circumstances. There is 
nothing in the pupils that one would not expect 
in a man of this age; the slight irregularity and 
inequality are consistent with arteriosclerosis. 
I do not think we have to assume that there was 
lues of the central nervous system, although it 
is possible. I think also that if he had had syph- 
ilis of the central nervous system, he must have 
had symptoms earlier. Thirty years is a very 
long time for syphilis to go underground, al- 
though we know that it does for ten or fifteen 
years without difficulty. The nystagmus I can- 
not explain. All we can say is that there is evi- 
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dence of what we already know, a severe intra- 
cranial accident. He apparently had some right 
lower facial weakness, rather suggesting that the 
lesion is on the left side, but there is nothing 
here that enables me to place that lesion, ex- 
cepting that it must be low, below the tentorium. 

Of course he may have aspirated something 
and had tracheal obstruction. I think it is more 
likely that he had a new hemorrhage or an in- 
crease of hemorrhage. It is extraordinary how 
long one can feed a patient through a nasal tube 
without his getting pneumonia. I knew one 
woman whose family demanded that she be kept 
alive. She had softening of the brain, was en- 
tirely unconscious, and was fed once a day, a 
large amount, with a nasal tube. She was kept 
alive for three years. 

I think the striking point is that this man 
had his second cerebral hemorrhage fourteen 
years after his first. I believe that he probably 
had a previously high blood pressure which is 
not in evidence now; that he may possibly have 
had central nervous system lues, though I doubt 
it; and that we shall find cerebral hemorrhage 
and arteriosclerosis. 


XA KL K 


Pyramid 


Level of Xth nerve. 
Recent lesion of R side. 


Level of calams scriptorius. 


CASE 19291. 
Diagram of lesion. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) -: 
Acute bulbar palsy. 
DR. MAURICE FREMONT-SMITH’S DIAGNOSES 


Arteriosclerosis. 
Cerebral hemorrhage. 


ANATOMIC DIAGNOSES 


Thrombosis of the right vertebral artery and 
its medullary branches. 

Cerebral arteriosclerosis. 

Syphilis of the central nervous system (epen- 
dymitis). 

Arteriosclerosis, aortic, coronary, renal, med- 
erate. 

Operation wound, tracheotomy. 

Hyperplasia of the prostate, moderate. 

Bilateral hydroureter. 

Chronic cholecystitis. 

Cholelithiasis. 

Meckel’s diverticulum. 

Multiple diverticula in the colon. 

Chronic fibrous pleuritis, right. 


PatTHoLoaic Discussion 
At Staff Conference 


Dr. Cutts: He was discharged with a diag- 
nosis of acute bulbar palsy on the basis of throm- 
bosis or hemorrhage. 

Dr. CHartes S. Kusrk: Is there any more 
detailed information about the paralytic epi- 
sode fourteen years ago? 

Dr. Curts: No, we did not get a good his- 
tory because he was not able to talk well. I do 
not know on which side it was. 

Dr. Kusrk: All of the cerebral arteries were 
very sclerotic. There was thrombosis of the 
right vertebral artery just before its junction 
with the left to form the basilar artery. The 
thrombus involved a small branch which termi- 
nates in the medulla. Sectioning the medulla 
revealed an infarct on the right side: The struc- 
tures probably involved are ventral (motor) 
nucleus and possibly dorsal nucleus of the tenth 
cranial nerve, descending root and nucleus of 
the fifth nerve, spinothalamic tract, parts of 
the vestibular nucleus and the restiform body. 
The corticospinal tract (pyramid) is not affected. 

On the left side of the medulla is a pale con- 
tracted lesion. This is probably an old infarct 
and I should suspect that it was responsible for 
the paralysis fourteen years ago. 

The ependyma of the lateral, third and fourth 
ventricles had the granular appearance charac- 
teristic of syphilitic ependymitis. Microseopical- 


| ly there was also a meningeal exudate of lympho- 


cytes and plasma cells. There is very marked 
intimal thickening of the cerebral arteries. While 
it is possible to make a positive diagnosis of syph- 
ilis, it is not clear whether the vascular lesions 
are the result of syphilis or of arteriosclerosis, 


or possibly of a combination of the two dis- 
eases. 
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The infarct of the right side of the medulla 
corresponds in its location to the lesion found 
in certain ‘cases which have a more or less char- 
acteristic clinical picture, the explanation of 
which may be understood when one considers the 
parts involved. The outstanding symptoms and 
signs are severe vertigo and nystagmus (ves- 
tibular nucleus), dysphagia and dysphonia (nu- 
cleus of tenth nerve), sensory impairment of the 
homolateral side of the face (descending nucleus 
and root of fifth nerve), and sensory impair- 
ment of the body and extremities of the contra- 
lateral side (spinothalamic tract). The tendon 
jerks and plantar reflexes are usually normal, 
since the corticospinal tract escapes. 

The fact that not all of the signs were elicited 
in this case may have been due to the patient’s 
critical condition. 

It is commonly believed that the syndrome 
is due to thrombosis of the posterior inferior 
eerebellar artery. The findings we have just 
observed demonstrate that this is not necessarily 
the case. What really counts is occlusion of 
one or more tiny vessels supplying this part of 
the medulla, and these, it seems to me, may 
arise from the vertebral or from the posterior 
inferior cerebellar artery and often from both 
vessels. 

Dr. Tracy B. Mauuory: So far as the lesion of 
the vessel itself is concerned there is nothing dis- 
tinetive about it at all. It is consistent with 
arteriosclerosis or with syphilis. The meningeal 
reaction and ependymitis would prove the pres- 
ence of syphilis beyond question. His first 
hemiplegia was at the age of fifty-one, at a time 
when he might have had it on the basis of 
either arteriosclerosis or lues. I think we can 
only guess about that. | 


; 
PatHouocic Discussion 
IN DR. CABOT’S CLASS 


Dr. MAtiory: 
acute bulbar palsy. 

Dr. FrREMontT-SmitH: What did they mean 
by that? 
- Dr. Matiory: I do not quite know. The 
‘term is sometimes applied to bulbar poliomy- 
elitis, but I do not believe they meant that. 


There was very extensive arteriosclerosis 
everywhere, with a markedly hypertrophied 
‘heart and a few other incidental findings, I think 
‘of no importance,—a great many diverticula in 
the large intestine and Meckel’s diverticulum, 
some hyperplasia of the prostate, marked bilat- 
eral hydroureter and some hydronephrosis. I 
think that thrombosis of the vertebral artery 
was the essential story of the case. 

Dr. Fremont-SmitrH: Is that an entity that 
‘ gives signs by which we can recognize it? Do 
you think that if we had ‘put together the 


The clinical diagnosis was 


nystagmus and the difficulty with swallowing 
those things would be constant in thrombosis of 
the vertebral artery? 

Dr. Matiory: Not necessarily, I believe. Of 
course there are two vertebral arteries and a& 
certain number of anastomoses, and whether or 
not symptoms would appear I am sure would 
depend upon whether collateral circulation de- 
veloped. Dr. Kubik tells me that the syndrome 
in this case is characteristic of so-called ‘‘pos- 
terior inferior cerebellar thrombosis.’’ This 
vessel was in fact occluded in this case, but 
since the occlusion was evidently a very old 
affair and the symptoms of short duration, it 
seemed difficult to tie them together. Fresh 
thrombi were found in several of the branches 
of the vertebral artery which probably had 
been providing important collateral circulation, 
and the recent symptoms were probably due to 
this final occlusion of the collateral paths. 

Dr. FrEMontT-SmitH: Do you suppose he 
had a thrombosis rather than a hemorrhage 
fourteen years before? Are you apt to get a 
longer period following a thrombosis before you 
get into trouble again than you are following a 
hemorrhage? or is that entirely unpredictable? 

Dr. Mauuory: So far as I know it is. 

Dr. FrREMoNT-SMITH: People do go ten to 
fifteen years between hemorrhages. 

Dr. Mauiory: I think not very rarely. 

A Srupent: Do you think one way to ex- 
plain the lapse of time is that possibly he had 
hypertension at the time he had the brain acci- 
dent fourteen or fifteen years ago, and possibly 
the dropping of the blood pressure tended to 
delay further hemorrhage? 

Dr. Mauuory: It is a perfectly good possi- 
bility. The markedly hypertrophied heart 
would go with that and possibly prove it. It is 


not impossible that his first lesion fifteen years 


ago was hemorrhage. It is also possible that it 
was luetic endarteritis. There is a suspicion 
that cerebral hemorrhage in anybody below for- 
ty-five means lues. We sometimes see that 
stated. I am perfectly sure that it is entirely 
wrong. We have avery large number of cases 
of cerebral hemorrhage in people under forty- 
five and even under forty. It is by no means 
rare in people in their thirties. 

Dr. Fremont-SmitH: Is there any possible 
explanation for the cardiae hypertrophy other 
than hypertension in the past? 

Dr. Matuory: It depends on whether you 
agree with Dr. Christian or not. He believes 
hypertension, per se, is relatively unimportant 
as a cause of cardiac hypertrophy. Some people 
believe coronary disease to be more important. 
I think it is very hard to answer the question. 
We have seen occasional cases over a period of 
years of much hypertrophied hearts in persons 
in whom we feel sure that there has never been 
any hypertension. Christian claims that he has 
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Seen n.merous cases. Other people do not feel 
sure of it. fet 

A Stupent: Aren’t we told that emphysema 
will cause cardiac enlargement? 

Dr. RY: Very often, but hypertrophy 
on the right rather than on the left side of the 
heart, and you can occasionally have well 
marked emphysema with no hypertrophy. We 
usually have pulmonary arteriosclerosis when 
we have emphysema, but not invariably. I have 
seen either one without the other. 


CASE 19292 


EPIGASTRIC PAIN OF TEN HOURS’ 
DURATION 


SurGicAL DEPARTMENT 


An unmarried Irish housekeeper forty-two 
years old entered complaining of epigastric pain 
of ten hours’ duration and more recent pain in 
the right upper quadrant. 


For six years she had had occasional attacks 


of epigastric pain radiating all over her chest, 


to both shoulders and to the back, lasting sev- 


eral days, usually relieved by soda and vomit- 
ing. The attacks were never incapacitating. 
The present one was more severe,—dull, crush- 
ing, steady pain beginning in the region of the 
xyphoid, ‘‘boring through’’ to the back and 
later felt beneath the right costal margin. It 
continued more or less throughout the night, 
wakening her at intervals. It was not relieved 
by vomiting, belehing induced by soda or bowel 
movements. In the morning the crushing pain 
stopped, leaving a residual soreness in the epi- 
gastrium and the right upper quadrant. She 
had never had abnormal stools. 

One brother died of tuberculosis; the patient 
was exposed. 
She had typhoid fever twenty-seven years be- 
fore entry, influenza fifteen and fourteen years 
before entry. She had sore throat and a cold 
three weeks before the present illness. Her 
present weight was 165 pounds. 

Physical examination showed a well nour- 
ished woman complaining of acute right upper 
quadrant pain. The heart and lungs were nor- 


. mal. In the right upper quadrant, which was 


spastic and tender, there was an acutely tender 
mass the size of an egg. There was very slight 
peristalsis. Pelvic examination and the pupils 
and reflexes were normal. 

Before operation the urine was normal, the 
blood normal except for a leukocytosis of 
13,000 with 82 per cent polymorphonuclears for 
the first two days. 

At admission the temperature was 102°, com- 


_ing down to 100.2° by the fourth day. Before 


operation the pulse and respirations were not 
remarkable. 


By the third day the mass in the right upper 


quadrant was not definitely palpable and the 
tenderness was less marked. The icteric index 
was 15, the van den Bergh 2.89, direct reaction. 
Two days later the icteric index was 8, the van 
den Bergh slightly above normal, direct reac- 
tion. 


On the sixth day operation was done. On 
the following day the trachea was displaced to 
the left, the respirations were 38, the tempera- 
ture 101°, and there was flatness with increased 
breath sounds and whisper and crepitant rales 
at the left base behind. The abdomen was soft, 
peristalsis good. Two days later the chest signs 
were clearing, but the abdomen was distended 
and the patient vomited. By the seventh day 
the distention was subsiding and there was no 
more vomiting. The patient complained of 
some pain in the left chest in front. The tem- 
perature was 100.5°, and reached 100° on each 
of the two following evenings. On the second 
evening, nine days after operation, she sudden- 
ly sank back in bed, became cyanotic and 
gasped. Within ten minutes after the first 
symptom a second operation was done. Before 
it was ended she died. 


CLINICAL Discussion 


Dr. Maurice This is the 
history of a viscus trying to expel some solid 
material; and in this region and with that story, 
almost certainly a stone in the gall bladder and 
perhaps an infection superimposed, as I believe 
there is always some infection whenever there 
is stone. She has all the background for gall 
stones. She is forty-two, she is a woman, she 
is heavy apparently, and she has had typhoid 
fever. 


I suppose they mean auscultatory peristalsis. 
They cannot mean visible peristalsis. If it 
means anything it is important to know what it 
does mean. It may mean nothing. 

In addition to her pain, tenderness and 
spasm, which we should expect with gall stones 
plus infection, she has this acutely tender mass 
which is probably an acutely distended gall 
bladder, an acute cholecystitis. Of course en- 
largement of the gall bladder is not common in 
a chronic gall bladder; it is not common in the 
presence of stone. Usually the gall bladder is 
pulled down tight over the stones. We get a 
palpable mass in the acutely inflamed gall blad- 
der that sticks up like an acute appendix with 
a thick wall, sometimes full of pus, and some- 
times it helps us very much in making the diag- 
nosis of cancer as opposed to gall stones. Can- 
cer of the pancreas with obstruction to the com- 
mon duct characteristically though not always 
gives enlargement of the gall bladder, and we 
know of that condition as Courvoisier’s sign. 
I think however we are probably dealing here 
with an acutely distended gall bladder with 
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empyema. Of course a patient with empyema 
of the gall bladder is very sick, has a very high 
temperature and a very high. white cell count, 
and that apparently so far is not the story here; 
often has chills, because the infection often is 
also an infection of the liver, and that we do 
not have here. 

‘‘Before operation the pulse and respirations 
were not remarkable.’’ In other words, there 
is nothing there. That makes that diagnosis 
impossible certainly, and I think all the signs 
are perfectly consistent with an acute gall blad- 
der. 

The icteric index is about three times normal. 

There is some evidence of obstruction, either 
in the liver secondary to infection as part of 
this picture or possibly an infection or a stone 
in the common duct. 

I believe they operated for an infected gall 
bladder, and I expect they will find that condi- 
tion plus stones perhaps in the common duct. 
I do not know how to tell beforehand. She has 
never been really jaundiced. She is a little, but 
whether this is secondary to infection or is 
actually caused by obstruction I do not know. 
‘Would the van den Bergh test help you in that 
regard? In either case you would get a direct 
reaction, wouldn’t you? 

Dr. Tracy B. Matuory: Yes, I think so. 


PREOPERATIVE DIAGNOSIS 
Aeute gall bladder. 


OPERATION 


The gall bladder was large and tense. The 
walls were thickened, edematous and of a dark 
reddish color. The fundus of the gall bladder 
‘eould. be seen, but the rest of the viscus was 
buried in adhesions between the transverse 
colon and the duodenum. The gall bladder was 
very tense. A trocar was inserted in the top 
of the fundus through an area which was about 
to perforate. Several ounces of clear mucus 
was obtained. There were several large stones 
and a few small ones in the gall bladder. The 
‘adhesions about the gall bladder were very 
easily separated manually and the gall bladder 
‘removed from above downward without diffi- 
culty and with very little bleeding. The cystic 
duct seemed small. The common duct was ob- 
scured by edema throughout the gastrohepatic 
omentum. 


PATHOLOGIC REPORT 
Acute cholecystitis. 


FurTHER Discussion 


_ Dr. Fremont-Smitu: I should not have ex- 
pected the clear mucus. I should have expected 
pus. | | 


I suppose they decided they had done enough 
and would not investigate the common duct for 


stones. Of course there must have been infec- 


tion there if she had all those adhesions around 
the gall bladder, and she had a temperature and 
an increased white cell count and a distended 
gall bladder, and yet no pus in the gall bladder. 
So far all we ean say is acute cholecystitis with 
stones. 

‘‘Trachea displaced to the left.’’ 
that mean? 

A Stupent: Collapse. 

Dr. Fremont-SmitH: Collapse probably. 
That is the thing we should think of. I don’t 
know whether that was palpable or whether 
they had an x-ray to help them out. I have 
never known that as the sign that gave help 
in diagnosis. Something else usually comes first, 
and we usually discover the displacement by 
x-ray. 

Miss Painter: There was no x-ray. 

Dr. RicHarp C. Cazpot: You can feel it in 
the suprasternal notch. 
talking about it; I have never felt it there 
myself. 

Dr. Fremont-SmitH: On the day following 
the operation all the signs were consistent with 
massive collapse. Of course she had a pulmo- 
nary embolus. Of course they operated for a 
pulmonary embolus, and I should like to know 


What does 


| how often this is successful. It seems to me 


about the most desperate and hopeless attempt 
after the patient has died. 

Dr. Matuory: It has been done successfully 
in Scandinavia and in Germany. Of course 
there is one point about the European system 
of hospitals as against the American. On the 
continent the senior man of the service lives 
in the hospital and the men equivalent to in- 
ternes live out. In our hospitals the process 
is reversed. So that they do have at hand with- 
in the hospital one of the most experienced 
men. That makes considerable difference in 
such an event as this. | | 


SECOND OPERATION 


I have heard them: 


Two large emboli were removed. The heart : 


had ceased to beat and could not be revived. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Acute cholecystitis with cholelithiasis. 
Pulmonary embolus. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSES 


Acute cholecystitis with cholelithiasis. 
Pulmonary embolus. 4 


ANATOMIC DIAGNOSES 
1. Primary disease. 
(Acute cholecystitis with cholelithiasis. ) 
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2. Secondary or terminal lesions. 


Operative wounds, cholecystectomy and pul- 
monary embolectomy. 

Pulmonary emboli, bilateral. 

Stone in the ampulla of Vater. 


3. Historic landmarks. 


Arteriosclerosis, aortic and pulmonary, slight. 
Fibroid of the uterus. 


Discussion 


Dr. Mausory: The gall bladder had, of 
course, been removed. The common bile duct 
contained one stone, a rather small one wedged 
in the papilla, which undoubtedly had produced 
some slight degree of obstruction and would 
have caused more as out if she had survived the 

operation. 

The immediate cause of death, as guessed, was 
a pulmonary embolus, and as it turned out I 
think it was one which could not have been re- 
moved surgically no matter how quickly and 
skillfully she had been operated upon, because 
instead of one large plug wedged in the pulmo- 


nary artery just where it bifurcates she had a 
large number of small plugs which had been 
swept away out to the periphery of the lungs. 
pass symptoms of multiple small emboli and of 

a single large mass are indistinguishable, and 
while there is a theoretical chance of saving the 
patient with a single large embolus, it would be 
practically hopeless to remove these small em- 
boli so far out in the lungs that you cannot get 
at them. 

Dr. Fremont-SmitH: Have you a report of 
the gall bladder there? 

Dr. Matitory: It was an acutely inflamed, 
hemorrhagic, fibrin-coated gall bladder. It had 
already been opened and there were no stones. 

Dr. CaBot: Isn’t it surprising to get mucoid 
fluid in an acute case like this? 

Dr. Mattory: Yes. I question that a little. 
I wonder if it was not a thin pus. It might have 
had plenty of mucus as well. 

Casot: That is the sort of fluid you get 
with a chronic obstruction. In cancer of the 


pancreas you get mucoid fluid in the gall blad- 


der, don’t you? 
Dr. Mattorr: Yes, the so-call 


‘‘white bile.’’ 


. 

. 
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A NEW SCHOOL OF OSTEOPATHY 


Petition has been made for a charter for a 
new school of osteopathy in Massachusetts. 
This can be granted without recourse to the 
legislature but under a charter so granted the 
power to confer degrees is withheld. 


Of what value is a charter to conduct a 
school of osteopathy without power to confer 
the degree? A postgraduate school might be 
started, the need for which may exist but is 
not obvious, nor as yet generally expressed. It 
may be assumed that if an undergraduate 
school is needed at all, its character and conduct 
should be of the highest grade. Assuming also, 
and this requires an effort in view of the char- 
acter of osteopathic education in the past, that 
the object of the petitioners is to establish a 
school of the highest grade, the procedure 
which has been adopted is not calculated to 
inspire confidence. If students of a school 
which does not confer degrees are to practice 
in Massachusetts, some arrangement will have 
to be made with an institution that has degree 
conferring power, either in Massachusetts or 
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elsewhere. In the past such arrangements have 
savored strongly of commercialism, and it may 


be pointed out that even if the basest com- “s 


mercialism characterized by fraud on the part 


of the schools should prevail, no protection is 


given by the present medical practice act of 
Massachusetts. It is a matter of comparatively 
recent court record that fraudulent degree con- 
ferring medical institutions have existed. 

In a recent editorial in this Journal atten- 
tion was called to a change in the medical prac- 
tice act of which the significance was not then 
clear, namely, that in satisfying the require- 
ments for four years of instruction of not less 
than thirty-two weeks in each year, attendance 
in a medical school legally chartered but not 
empowered to confer degrees would be accepted. 
This provision is new in the Massachusetts 
statute and search for a similar provision in 
the statutes of other states has not disclosed 
its presence there. Credible information is to 
the effect that this provision was not discussed 
at any public hearing at which Senate 384 was 
considered, and also to the effect that although 
at the hearing on Senate 352* and Senate 353, 
a conference was publicly directed to draft a 
bill (Senate 384) which was to be worded 
acceptably to contain the modifications which 
had been publicly discussed and favored, 
namely, changing the thirty-six weeks to 
thirty-two weeks, and changing the require- 
ments from the school to the candidates, 
no such conference was ever held. 

The provision as to legally chartered but not 
empowered to confer degrees was therefore in- 
troduced into the bill without public discussion 
of its merits. Such introduction may be legal, 
but it is important to inform persons interested 
as to what is going on. 

Among those making this petition are found 
the names of persons who, at the hearing on 
House Bill 106 opposed giving to the Board of 
Registration in Medicine the power of approval 
of medical schools. 

Reviewing this situation, there is confirmation 
of the opinion already expressed that as in the 
ease when the officer of a medical school sat 
as a member of a committee of the legislature 
and voted on a matter which involved ‘his 
school, private interest as distinct from the 
public interest has prevailed. 


*Senate 352 and Senate 353 were introduced as emergency 
measures to deal with one obtrusive element in the situation 
which remained when House 106 was rejected. Senate 384, 
to deal with the same element, was drawn without the directed 
conference and contained the two provisions which had been 
em Al approved and several which had not been publicly 

scussed., 


AN OMINOUS PREDICTION 


At the Annual Meeting of the Philadelphia 
County Council of Home and School Associa- 


tions, May 9, 1933, Dr. Kenneth E. Appel, a 
psychiatrist of prominence, predicted that one 


SHIELDS WARREN, M.D. RoBerT N. Nyp, M.D. 

Grorcr L. Toney, Jr., M.D. Ropert M. GREEN, M.D. 
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million now normal school children will be mild- 
ly insane at some period of their lives. This 
mental illness will be the result of parental dis- 
eord and one-sided development of the child’s 
character. 

Dr. Appel feels that parental discord is very 
common in American homes and that, in addi- 
tion to this underlying factor, mental instabil- 
ity is brought about by too much emphasis on 
textbook knowledge and not enough on the de- 
velopment of social adaptability. He advocates 
extra-curricular activities and special educa- 
tion adapted to pupils who require individual 
attention. 

In these suggestions there is a repetition of 
the views of psychologists that the problems of 
childhood as related to mental health are large- 
ly ignored and that preventive measures de- 
signed to improve the mental well-being of the 
people must be applied early. Ten-year pro- 
grams for the study of children, which have 
done so much in reducing the mortality due to 
tuberculosis, may well be employed in efforts 
to prevent mental illness. The Government 
would profit by this work because the great out- 
lays incident to the care of the insane and 
the cost of maintenance of courts and prisons 
would be materially reduced if the great num- 
ber of dependents and criminals could be di- 
minished. 

It is generally believed by psychiatrists that 
preventive medicine holds an important place 
in the problems of insanity and criminology. 


THIS WEEK’S ISSUE 


Contains articles by 
thors: 


Witson, D. A.B., M.D. Harvard Uni- 
versity Medical School 1912. F.A.C.S. Instruc- 
tor in Orthopaedic Surgery, Harvard Univer- 
sity Medical School. Orthopaedic Surgeon, 
Massachusetts General Hospital. Consulting 
Orthopaedic Surgeon, Robert B. Brigham Hos- 
pital. Address: 372 Marlborough Street, Bos- 
ton. Associated with him is 

Osaoop, Ropert B. A.B., M.D. Harvard Uni- 
versity Medical School 1899. F.A.C.S. John 
B. and Buckminster Brown Professor of Or- 
thopaedic Surgery Emeritus, Harvard. Mem- 
ber of Consulting Board, Massachusetts General 
Hospital. Consulting Surgeon, Boston Chil- 
dren’s Hospital. Address: 372,,Marlborough 
Street, Boston. Their subject is ‘‘Reconstruc- 
tive Surgery in Chronic Arthritis.’’ Page 117. 


Lunp, CHarues C. A.B., M.D. Harvard Uni- 
versity Medical School 1920. F.A.C.S. Sur- 
geon, Collis P. Huntington Memorial Hospital. 
Instructor in Surgery, Harvard University Med- 
ical School. Assistant Visiting Surgeon, Bos- 


the following named au- 


ton City Hospital. His subjects are ‘‘ Pathology 
cf Carcinoma of the Buccal Mucosa in Relation 
to Results of Treatment’’ page 126 and ‘‘Syphi- 
lis in Relation to Cancer of the Buccal Mucosa’”’ - 
page 131. Address: 319 Longwood Avenue, | 
Boston. 


Witson, R. A.B. Formerly Director 
of Social Service, The Children’s Hospital. At 
present Director of Social Service, Boston City 
Hospital. Vice-President, New England Heart 
Association. Her subject is ‘‘Survey of the Re- 
sources for Patients with Heart Disease in the 
Clinies and Hospitals of Boston.’’ Page 135. 
Address: Boston City Hospital, Boston. 


Mrs. T. Grarron. A.B., M.A. For- 
merly Clinical Psychologist, Judge Baker Foun- 
dation, Boston. Consulting Psychologist, Bet- 
ter Homes in America (Mass. Com.) Lecturer | 
on Parent-Child Relationship. Publicity Diree- 
tor for Committee for Home Care of Children 
with Heart Disease (Under auspices of Massa- 
ehusetts General Hospital). Her subject is ‘‘A 
Study of the Resources for the Care of Cardiac 
Children in Boston.’’ Page 137. Address: 87 
Beacon Street, Boston. 


Terry, Epirn Mortimer. Formerly, Medical 
Social Worker, New Bedford Children’s Aid | 
Society and St. Luke’s Hospital, New Bedford. — 
Now in charge of cardiac work, sponsored by the 
Committee for the Home Care of Children with 
Heart Disease, Massachusetts General Hospital. 
Her subject is ‘‘The Social Problem of the Child 
with Heart Disease As Seen in the Cardiac 
Clinies of the Massachusetts General Hospital. 
Page 141. Address: Massachusetts General — 
Hospital, Boston. 


MISCELLANY 


A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC ED- 


UCATION OF THE MASSACHUSETTS MEDI- . 


CAL SOCIETY FOR THE DEPARTMENT OF 
PUBLIC HEALTH € 


CHRONIC BRONCHITIS* 


BY FREDERICK T. LORD, M.D. 

Chronic bronchitis is seldom an independent af- 
fection. It is usually a relatively unimportant com- 
plication of some more serious underlying condi- . 
tion. In the following discussion certain disturbances 
are considered which may be regarded solely as 
chronic bronchitis unless the patient is carefully 
investigated. From a superficial point of view the 
patient may be thought to have chronic bronchitis 
from a history of chronic cough and expectoration | 
and on physical examination of the lungs the per- 
sistent presence of rales or the sounds produced 
by moisture in.the bronchi. : 


*May 23, 1933, Station WBZ, 4:30 P.M. 
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There are three important causes of this com- 
plex of chronic cough, expectoration and rales, 
depending on the seat of the primary disturbance 
in the circulatory system, the lung itself or the 
bronchi. 

The most common cause of this complex is con- 
gestion of the lung and bronchi arising in conse- 
quence of incapacity on the part of the heart. 
The resulting bronchial disturbance is often spoken 
of as a “stasis catarrh” and occurs in a small 
proportion of patients with congestive heart fail- 
ure. The heart disturbance may involve the valves, 
the heart muscle or the pericardium, or it may 
arise secondarily from arteriosclerosis or elevated 
blood pressure. The heart and the lungs are, of 
course, intimately connected, the venous blood be- 
ing returned by way of the right auricle and the 
right ventricle through the pulmonary artery to 
the lungs where it loses carbon dioxide and takes 
up oxygen and is then passed through the pulmo- 
nary veins to the left auricle and the left ventricle. 
If the passage of blood from the lungs to the left 
side of the heart is impeded in any way there is 
increase of pressure in the lungs and consequent 
congestion. 

Chronic bronchitis, so-called, as a manifestation 
of congestive heart failure is especially likely to 
occur in the colder months of the year. The usual 
history is that the patient had a “cold” in the 
fall and this is followed by cough and expectora- 
tion. The cough and expectoration do not, how- 
ever, clear up within a few weeks as may usually 
be expected, but persist during the colder months 
of the year and subside during the summer. Such 
a “winter” cough, initiated by a “cold,” may re- 
cur during successive winters until finally it per- 
sists throughout the ‘seasons. The explanation is 
that owing to the lowered resistance of the bronchi 
in consequence of congestion from heart insuffi- 
ciency the infection accompanying the “cold” 
does not clear up so readily as may be expected 
when the bronchi are normal. 

The usual sequence of events when circulatory 
failure is the cause of the symptoms is as follows: 
Shortness of breath is commonly the first manifes- 
tation. It is likely to be apparent first as a limita- 
tion of capacity for such ordinary activity as 
climbing stairs or hills. Cough as a symptom is 
not usually an initial manifestation, but occurs 
after the shortness of breath has been present for 
a variable period. In some instances, however, 
shortness of breath and cough occur together as 
initial symptoms of congestive failure and, under 
unusual, circumstances, cough is the first symptom 
and after a time is followed by shortness of 
breath. In this group of patients with heart fail- 
ure the cough is usually only little troublesome 
at first. It may come on after some unusual exer- 
tion and persist for a time thereafter, or it may 
occur on lying down or in the morning on arising. 
Once started the cough is usually persistent 
throughout the course of the disturbance, but there 


may be a succession of attacks each tending to 
last longer than those which have preceded. Such 
attacks are especially likely to occur during the 
winter months with partial or complete freedom 
during the summer. They usually differ from or- 
Ginary attacks of acute bronchitis in the absence 
of initial symptoms referable to the upper parts 
of the respiratory tract, the scanty expectoration 
and absence of fever. 


As the disturbance progresses, the shortness of 
breath, at first noted only on exertion, becomes 
persistent and is likely to be worse at night. At- 
tacks resembling bronchial asthma may be ob- 
served. The patient may be unable to sleep at 
night in the usual reclining position and needs 
several pillows to maintain a partly recumbent 
posture. Swelling of the ankles is likely to occur 
late in the course of the disease. 


On examination of the lungs moist rales may be 
heard at the bases behind, or there may be 
sibilant or whistling sounds throughout, apparent 
both to the patient and the physician. The symp- 
toms and lung signs do not differ in any essential 
particular according to the cause of the heart 
failure, but a distinction may usually be made be- 
tween the different causes from other features of 
the case. 


In a second group of patients with chronic cough 
and expectoration the lungs are the source of the 
disturbance and the most common cause in this 
group is pulmonary tuberculosis. Here, too, the dis- 
turbance may appear to be initiated by a “cold” 
with resulting infection of the deeper parts of the 
air passages and there may be no suspicion of a 
more serious underlying disturbance until the 
cough and expectoration have persisted for weeks 
or months. In other cases there. is no history of a 
preceding “cold”. The cough is at first dry, then 
after a longer or shorter period there is the ex- 
pectoration at first of white, then yellow and 
finally greenish material, with loss of weight, 
strength and appetite, evening rise of temperature 
and night sweats. In this second group with a dis- 
turbance in the lung as the cause there are a 
number of conditions other than tuberculosis which 
may also give rise to chronic cough and expectora- 
tion. In children measles or whooping cough may 
initiate the process, Infection of the deeper parts 
of the air passages may start as a tonsillitis. The 
patient may have had lobar pneumonia or broncho- 
pneumonia and the lung may not have entirely 
healed. A lung abscess may have developed. When 
bronchitis occurs as a complication of a tuberculous 
or non-tuberculous lung infection, it is usually char- 
acterized by cough as an early symptom and the 
expectoration of mucopurulent or purulent sputum. 
Cough and expectoration are the most prominent 
features of the illness. Shortness of breath in 
this group, if it occurs at all, becomes manifest 
usually only after some time has elapsed and in 
consequence of extension of the process in the lung, 
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In the third group of patients with chronic cough 
and expectoration the disturbance may be con- 
fined to the bronchi. This is a small and special 
group and the cough and expectoration are due to 
bronchial asthma. There is here the history of re- 
curring attacks of cough,-shortness of breath and 
wheezing, with intervening periods of complete 
freedom from symptoms. Such isolated attacks may, 
however, finally terminate in persistent cough and 
expectoration. 

A persistent cough, expectoration and rales may 
be taken to indicate the presence of chronic bronchi- 
tis, but the diagnosis should not be allowed to 
rest here. The evolution and grouping of symptoms 
may suggest the nature of the underlying disturb- 
ance. A history of shortness of breath preceding 
the onset of cough and signs of cardiac involve- 
ment, hardening of the arteries or elevated blood 
pressure, are important in fixing the blame on the 
circulation. Attacks of shortness of breath, cough 
with scanty sputum and wheezing beginning in per- 
sons past middle life are suggestive of cardiac 
rather than bronchial asthma. 

A tuberculous or non-tuberculous lung infection 
may be suggested by the occurrence of cough and 
mucopurulent or purulent sputum as an early and 
prominent symptom and the physical signs of 
lung involvement. Even without other evidence the 
persistence of rales at one place may be taken to 
indicate involvement of the lung and not of the 
bronchi alone. Examination of the sputum is of spe- 
cial importance in this group. 

Bronchial asthma may be suggested by a history 
of typical attacks beginning in youth or early 
adult life with intervals of comparative or com- 
plete freedom from symptoms during the intervals 
between the paroxysms. Examination of the sputum 
and the blood help in the diagnosis. Skin tests with 
various substances may help to determine the 
exciting cause of the disease. ; 

It is always desirable to have an x-ray: examina- 
tion of the chest in patients with chronic cough 
and expectoration. By this means, valuable informa- 
tion may be obtained regarding the condition of 
the heart, the great vessels, other structures in the 
mediastinum and: the lungs and pleura. 

In selected cases, it may be desirable to pursue 
the investigation further. There may be sugges- 
tive evidence in the history of inhalation of a 
foreign body and on physical examination signs 
consistent with partial or complete closure of a 
bronchus. Under these, or other circumstances, it 
may be necessary to inspect the bronchi directly 
by means of what is known as bronchoscopy. 


RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR JUNE, 1933 


The low prevalence of communicable diseases 
mentioned in previous reports was continued dur- 
ing the month of June. 

Typhoid fever, diphtheria and epidemic cerebro- 
spinal meningitis continue to reach new low levels. 


Anterior poliomyelitis, lobar pneumonia and tu- 
berculosis, both pulmonary and other forms, failed 
to show any tendency toward an upward trend. 

Scarlet fever, chicken pox and whcoping cough, 
which have been high for some time, are show- 
ing the usual seasonal decrease, but the number 
of cases reported is still somewhat above the 
normal. 

Measles, German measles and mumps are just 
slightly lower than is usual for this season. 


RARE DISEASES 


Anterior Poliomyelitis was reported from Pal- 
mer, 1; Somerville, 1; Walpole, 1; Total, 3. 

Anthrax was reported from Lynn, 1. 

Dysentery was reported from Lynn, 1. 

Encephalitis Lethargica was reported from Bel- 
mont, 1; Boston, 1; Northampton, 1; Stoneham, 1;. 
Total, 4. 

Epidemic Cerebrospinal Meningitis was reported 
from Boston, 1. 

Malaria was reported from Newton, 1. 

Pellagra was reported from Worcester, 1. 

Septic Sore Throat was ‘reported from Boston, 
5; Cambridge, 1; Greenfield, 1; Lowell, 1; Mans- 
field, 1; Norwood, 1; Southampton, 2; Southbridge, 
1; Total, 13. 

Tetanus was reported from New Bedford, 1; 
Somerville, 1; Total, 2. 

Trachoma was reported from Boston, 2; Law- 
rence, 1; Total, 3.. 

Trichinosis was reported from Gardner, 2; 
Northampton, 2; Total, 4. 

Undulant Fever was reported from Newton, 1; 
Peabody, 1; Total, 2. 


MONTHLY REPORT FOR JUNE, 1933 


Disease June June Aver- 

1933 1932 age* 

Anterior Poliomyelitis. 3 3 6 
Chicken Pox 1007 977 891 
Diphtheria . 84 149 214 
Dog Bite 806 711 721 
Epidemic Cerebrospinal Meningitis 1 11 13 
German Measles. 85 61 282 
Gonorrhea 655 548 495 
Lobar Pn onia 189 208 236 
Measles 2419 3875 3104 
Mumps 534 988 6580 
Scarlet Fever. 1021 1399 867 
Syphilis 439 379 265 
Tuberculosis, Pulmonary. 3380 $322 389 
Tuberculosis, Other 39 36 60 
Typhoid Fever. 9 17 21 
Whooping Cough 715 679 641 


*Average number of cases for June during the preceding five 
years. 


MORTALITY RATES 


Telegraphic returns from 85 cities with a total 
population of thirty-seven million for the week 


ending June 24, indicate a mortality rate of 10.4 


| 
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as against a rate of 10.1 for the corresponding 
week of last year. The highest rate (20.5) ap- 
pears for Trenton, N. J., and the lowest (5.8) for 
Long Beach, Calif. The highest infant mortality 
rate (24.8) appears for Memphis, Tenn., and the 
lowest for Des Moines, Ia., Duluth, Minn., Erie, 
Pa., Long Beach, Calif.. New Bedford, Mass., and 
Utica, N. Y., which reported no infant mortality. 

The annual rate for 85 cities is 11.6 for the 
twenty-five weeks of 1933, as against a rate of 
12.0 for the corresponding period of the previous 
year. June had a slightly larger rate than that 
of last year.—Bureau of the Census. 


THE INCREASE OF RABIES 


_ Dr. George H, Bigelow, State Commissioner of 
Public Health, is quoted as reporting that rabies 
among dogs in Boston and vicinity has increased 
rapidly within the past few months. Dog owners 
are advised to have the animals immunized. Some 
boards of health are. reported to have arranged 
for inoculations at reduced prices. Further advice 
jig to the effect that dogs which have bitten other 
dogs: or persons, if not definitely rabid, should be 
kept under observation for at least two weeks. If 
the dog is rabid, the symptoms will be apparent 
within this time. 


THE OVERTHROW OF THE LUMSDEN 
CANCER SERUM 


Dr. Thomas Lumsden of the London Hospital, as 
reported in the Boston Transcript, claims to have 
had encouraging results from the use of a cancer 
serum and reports the results in dealing with 
cases which had previously been unsuccessfully 
treated. Reports of the study of the application of 
this serum by Dr. Ira I. Kaplan, director of the 
division of cancer, Department of Hospitals of New 
York, indicate that no favorable results have been 
observed except that general body conditions seem 
better but “they died just the same”. 

It is distinctly unfortunate that physicians con- 
tinue to give publicity to experimental studies on 
cancer. 


CORRESPONDENCE 


AN OBJECTION TO THE GREATER BOSTON . 
HOSPITALIZATION PLAN 


July 10, 1933. 
Editor, New England Journal of Medicine, 

There is an under cover movement, centered in 
the Baker Memorial and allied hospitals, to fur- 
ther attract patients of moderate means from the 
general practitioner. 

I refer to the plan to insure the “white collar” 
and other workers, at so much per month, so 


that when they are disabled from sickness or in- 
jury, such persons will be eligible to treatment 
or operation at one of the chosen hospitals, where 


they can be treated by the right kind of physicians. 

The matter has already come before some _ hos- 
pital staffs, and is to be brought before others, I 
understand. 

The hospitals that are primarily to benefit from 
the plan or plans, as there are two plans, have 
voted unanimously for the project, not altogether 
unselfishly. 

Since the general practitioner has acquired 
some sense, and has not acted as feeder for these 
places, patients are not so plentiful as heretofore, 
hence we have this “great project” to help the 
dear peuple, and if the plan succeeds, the family 
dector will be “holding the bag”’. 

It seems to me that the Committee on Public 
Relations should look into this subject, yet I have 
found that such committees, if they interfere with 
the powers that be, come to an untimely end. 

Under the guise of Charity, these hospitals have 
beer conducting a mean, unethical competition 
against the physicians of Boston, and everybody 
knows it. 

It behooves us plain medical men to fight such 
projects to the limit: to warn our patients against 
entering into any such contracts, and to serve 
notice on the “State Medicine” propagandists, that 
the people will have none of it, that the medicai 
men will have none of it. 

Yours very truly, 
CHARLES MALONE, M.D. 


THE ABSORPTIVE POWER OF THE SKIN 


Editor, New England Journal of Medicine, 

From time to time I get after the ideas of a doc- 
tor who conducts a column in newspapers. He is 
a very dogmatic chap—no doctor, by the way. 
should be a dogmatist—and sticks to some of his 
pet notions with a pertinacity worthy of better 
causes. 

Every now and then he scoffs at the idea that 
the skin can absorb fluids. He may be right in 
thinking that the skin cannot absorb fluids; but 
he has no right to dogmatize about it. 

I have made one or two observations that seem 
to go counter to his theory. 

My first observation is that a tobacco chewer 
gets the effect of tobacco through the mucous 
membrane or glands of the mouth, though per- 
haps in this case there is no actual absorption of 
fluid by the skin. 

My second observation is more important. Some 
years ago I spent some time in a hot, arid region 
of the west. The drinking water where I lived 
seemed to upset me, and for several days I drank 
none of it. In consequence I became exceedingly 
thirsty, and it was only by a strong exercise of 
will-power that I refrained from drinking the 
water, the purity of which I suspected. One eve- 
ning while I was in this parched state, I went 
bathing in an irrigation ditch. I had not been long 
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in the water when I began to experience an ex- 
quisite sense of pleasure and gratification, almost 
equal to the gratification I should have felt if I 
had actually drunk water. Never before or since 
have I felt so keen a sense of physical pleasure 
from bathing. I can attribute this pleasurable sen- 
sation only to the circumstance that the skin of 
my body had actually absorbed an appreciable 
amount of water. 

Yours very truly, 

CHARLES Hooper. 
Coeur d’Alene, Idaho, 

July 3, 1933. 


THE APPENDICITIS CAMPAIGN 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
July 7, 1933. 
Editor, New England Journal of Medicine, 

During the week of June 12-17, 1933, the State 
Department of Public Health, codperating with the 
Public Health Committee of the Massachusetts 
Medical Society, the Massachusetts State Pharma- 
ceutical Association and the Boston Retail Drug- 
gists’ Association, conducted an intensive cam- 
paign of publicity designed: (1) To minimize de- 
lay in seeking medical attention, and (2) to com- 
bat the habit of taking laxative drugs in the pres- 
ence of abdominal pain. : 

The representatives of the drug trade agreed to 
assist in the distribution of a poster to be pre- 
pared by the Department of Public Health, offering 
it with the call to their convention addressed to 
2200 druggists, and of a flyer to be enclosed with 
packages during that week. The wording for both 
was approved by the Public Health Committee of 
the Massachusetts Medical Society. Sixteen hundred 
posters and one hundred and twenty thousand 
flyers were distributed in response to four hundred 
and twelve requests. The druggists allowed space 
on the program for a presentation of the cam- 
paign at their State Convention at Swampscott dur. 
ing the campaign week. Advance notice of the 
campaign appeared in the trade journal, The 
Apothecary. 

The Public Health Committee of the Massachu- 
setts Medical Society prepared and distributed five 
thousand cards to the medical profession of the 
State. The President, in his Presidential Address, 
urged the codédperation of the Fellows, while the 
Surgical Section voted its approval of the cam- 
paign. 

Five hundred and fifteen inches of newspaper 
space, including three cuts of Boy Scouts receiv- 
ing their supply of posters for distribution from 
the Commissioner of Public Health, were returned 
through a clipping bureau. 

Two local radio stations gave time for broad- 
casts by Dr. Francis X. Mahoney, Dr. Irving Walk- 


er, Dr. George H. Bigelow and Dr. Herbert L. 
Lombard. 

The Boston Health League gave its active sup- 
port, distributing large numbers of the printed 
slips in parochial schools and placing posters. 

Two large insurance companies also assisted, one 
by circulating a flyer among its policyholders, the 
other by issuing a special pamphlet on appendici- 
tis, the material for which received the approval 
of the Public Health Committee of the Massachu- 
setts Medical Society. 

A single-page statement was widely circulated 
with the help of visiting nurse associations, social 
agencies and boards of health. 

A study is now being made by the Department 
on appendicitis mortality in some of the larger 
hospitals to learn whether there has been any fa- 
vorable effect following the campaign. 

Yours truly, 
GEorGE H. BIGELow, M.D., 
Commissioner of Public Health. 


AN APPEAL FOR ASSISTANCE IN A WORTHY 
PROJECT 


Editor, New England Journal of Medicine, 

Today I have received the enclosed letter from 
Lawrason Brown and would be glad if you feel 
you could publish it under letters in the Journal 
in the hope that it might attract the attention of 
somebody who would be interested to help Dr. Brown 
assist Professor Miller. 

Sincerely yours, 
HILBert Day. 


24 Church Street 
Saranac Lake, N. Y. 
July 8, 1933. 
Dear Doctor: 

When I began some thirty-five years ago to study 
anatomy, I was told that the authority on anatomy 
of the lungs was an American. From that day to 
this he has held this position. A few days ago I 
was called from one of the medical meetings in 
Washington by this man, Prof. William Snow Mii- 
ler. He told me he was keenly anxious to bring 
together into a rather small book all his work on 
the anatomy of the lung. Much of the material 
for the book he already had in hand, including 
many plates. He had been retired because of age 
by the University of Wisconsin and forced to live 
on his Carnegie pension (about $2700) as he had lost 
everything save his home through the failure of a 
bank and furthermore had been assessed for the few 
shares of the bank stock which he had been so 
unfortunate as to hold. He needed, he said, about 
three thousand dollars to enable him to get the 
manuscript ready for the publishers by January 1, 
1934. This sum would be spent as follows: Twen- 
ty-five hundred dollars for the services of a sec- 
retary and of an artist and five hundred dollars 
for his own living expenses. He was keen men- 
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tally and in vigcrous health for such an age (76). 
There will be no difficulty about securing a pub- 
lisher. I was impressed ‘with the opportunity 
which presented itself to American Medicine for 
here almost within our grasp lay what we might 
consider. to be a classic. It is for this reason that 
I am writing to ask your immediate aid in the 
form of a small contribution and possibly a few 
others from some of your friends and acquaint- 
ances. The appeal is urgent. Father Time is no 
laggard. I shall be glad to act as treasurer of the 
fund. | 
Sincerely yours, 


LAWRASON Brown. 


RECENT DEATHS 


BAILEY — CuHartes Harpy Battey, M.D., of 39 
East Broadway, Gardner, Mass., died July 12, 1933. 
He was born in 1856 and graduated in medicine 
from the Dartmouth Medical School in 1881. He 
joined the Massachusetts Medical Society in 1881 
and retired in 1931. He had conducted a success- 
ful practice in that locality for over fifty years. 
He is survived by his widow. 


COOLIDGE — Davin CooLincE, M.D., 
of 268 School Street, Athol, Mass., died at his 
home, July 17, 1933. 

Dr. Coolidge was born in 1865 and graduated 
from the University of Michigan Medical School 
in 1889. He was formerly assistant surgeon of 
the Ann Arbor railroad and during the World War 
served as first lieutenant in the medical corps sta- 
tioned at Fort Ethan Allen. 


— 


NOTICES 


REMOVAL 
Morgis N. Davipow, M.D., announces the removal 
of his office from 470 Warren Street, Roxbury, to 
547 Blue Hill Avenue, Roxbury, Mass. 


UNITED STATES CIVIL SERVICE 
EXAMINATION 
Statistician (Medical—Social Service), 
$2,600 a Year 7 

General Field Service, Veterans Administration 

Applications must be on file with the United 
States Civil Service Commission at Washington, 
D. C., not later than July 27, 1933. 

The United States Civil Service Commission an- 
nounces an open competitive examination for Sta- 
tistician (Medical—Social Service). A vacancy ex- 
isting on the Central Office Field Roll of the Medi- 
cal Service of the Veterans Administration, Wash- 
ington, D. C., subject to assignment in the field 
for study, at the salary indicated, and vacancies 
occurring in positions requiring similar qualifica- 
tions, at approximately the same rate of pay, will 
be filled from this examination, unless it is found 


in the interest of the service to fill any vacancy by 
reinstatement, transfer, or promotion. 

Salary and Promotion—The base pay stated above 
is subject to a deduction of not to exceed 15 per 
cent during the fiscal year as a measure of 
economy. This is in addition to a deduction of 3% 
per cent toward a retirement annuity. 

For definite requirements and other details apply 
to the United States Civil Service, Washington, 
D. C. 


— 


NOTICE OF MEETING 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


The Summer Outing of the Society was scheduled 
to be held at Mayflower Hotel, Manomet Point, 
Plymouth, Thursday, July 20. No clinical meeting, 
no papers, no lengthy speeches. Members, their fam- 
ilies and friends invited. 

An eighteen hole medal play golf tournament. 
Open to members only. Nine holes to be played 
before dinner and nine after. Tee off at eleven for 
first round. Dinner at one sharp. Second round, 
tee off at 2:30 P.M. (Get up your own foursome.) 

For the ladies, bridge on the veranda—hbathing 
in the pool-or ocean—golf, tennis and horse-back 
riding. Fellows of the Massachusetts Medical Society 
welcome. Bring the family for a real outing. Dis- 
cussion of medical subjects prohibited. Dinner, 
$2.00. 


Davi B. TunHoLskI, President. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


August 10, 11, 12—The American Delegation to the 
International Goiter Conference will be held at Berne, 
Switzerland. Address Dr. James H. Means, Massachusetts 
General Hospital, Boston, Mass. 

August 13-27—The Fifth International Medical Post- 
Graduate Courses of the Tomarkin Foundation will be 
held in St. Moritz, Switzerland. The subjects in these 
courses are Allergic Diseases, Diseases of the Blood, 
Climatology, Rheumatism and Arthritis and Diseases of 
Metabolism. Address Chr. Jilli, St. Moritz. 

September 11-15—The Twelfth Annual Scientific and 
Clinical Session of the American Congress of f ical 

cago. 


y of Ophthalmology and 

Otolaryngology. Prospective applicants for certificate 

should address the Secretary, ae wae . Wherry, 1500 
ebraska. 


Medical Arts Building, Omaha, 

September 19, 20, 21—The Connecticut Clinical Congress 
will meet at New Haven. Subjects for consideration: 
Diseases of the Blood, Diet in Disease, Industrial Injuries 
and Neuroses. Lectures, Demonstrations, Group Confer- 


enc 
September 25-30—The American Congress of Radiol 
will be held at the Palmer House, - For tie 


Chicago, 
lars write to Dr. Benjamin H. Orndoff, 2561 
Street, Chicago. 
September 29 and 30—New England Surgical Society 
at Boston. : 


North Clark 


York, N. Y. 


October 9-13-—-The Clinical Congress of the American 
session cago. eadquarters for 
be at the Stevens Hotel. 


| 30 North Michigan 
Avenue, Chicago. 
16—The American Board of Otolaryzgology 
will hold an examination in Boston just prior to the meet- 
October 9-12—The American Public Health Aneovintion 
will hold its sixty-second annual meeting at IndianapoOlis. 
For details on the scientific program write to the Ameri- 
can Public Health Association, 450 Seventh Avenue, New 
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October 23 - November 3—The 1933 
of the New York Academy of Medicine. The e dur- 
ing the two weeks of — study will 4 Metabolic 
Disorders. A complete program may be obtained 
writing Dr. Frederick P. Rey nolds, The New York Acad- 
emy of Medicine, 2 East 103rd Street, New York City. 


October 28—The American Board of Dermatology and 
Syphilology will wold written examinations for candidates 
York City; St. Louis, Mo.; 
; San Francisco, Calif.: 

‘Information may be ob- 
. C. Guy Lane, 416 Marl- 


December 15 and 16—The eee Board of Derma- 
tology and Syphilology will hold oral examinations in 
New York City. Information a be obtained from the 
Secretary, Dr. C. Guy Lane, 416 Marlborough Street, 
Boston, Mass. 


April 16-20, 1934—The American College of Physicians 
will hold its Bi hteenth Annual Clinical 
BR. Loveland ‘Bx tive Secretary, 138-196 ten 

n ve cre 6 
Street, Philadelphia, Pa. i 


July 24-31, 1934—The IVth International Congress of 
Radiology will be held in Zurich under the presidency 
of Professor H. R. Schniz. General Secretary Dr. H. E. 
Walther, Gloriastrasse 14, Zurich. 


DISTRICT MEDICAL SOCIETY 
PLYMOUTH DISTRICT MEDICAL SOCIETY 
July 20—See page 164. 


BOOK REVIEWS 


The Surgical Clinics of North America. Volume 
13, Number 2. April, 1933. New York Number. 
W. B. Saunders Company, Philadelphia. 


This issue of the Surgical Clinics consists in 
forty articles by leading New York Surgeons. The 
predominating subject considered is cancer. So 
many of its phases are discussed, chiefly by mem- 
bers of the staff of the Memorial Hospital, that 
this may be considered as a symposium on malig- 
nant tumors. In addition there is a valuable article 
by Colp on infections of the submaxillary tri- 
angle, and one by Stetson on posttransfusion reac- 
tions. The book as a whole should prove of 
great usefulness to all who are interested in malig- 
nant disease. 


Functional Disorders of the Gastrointestinal Tract. 
By Writt1am Gerry MorGan. Published by J. B. 
Lippincott Co. Price $5.00. 


In the preparation of this book the author obvious- 
ly has drawn largely from his own experience, and 
because of this fact the volume is of interest. As a 
scientific contribution it presents little of value; as 
a practical consideration of many of the symptom- 
complexes that are encountered by any practising 
physician it is of some distinct merit. The physiol- 
ogy is very impressionistic, however, and there is 
altogether too much attention paid to useless, out- 
worn diagnostic procedures. At times there is also 
too great a tendency to raise symptoms to the dig- 
nity of diseases, and in certain instances, such as the 
discussion of ulcerative colitis, there is definite mis- 
information. Of some real value are the prescrip- 
tions which are scattered throughout the book. A 
careful discussion of the action of the various drugs 
used is lacking, however, and one has the impress- 
ion that in the main they were given largely empiri- 


cally. Therapy for the most part is extremely sane, 
however, and many of the fads of over-enthusiastic 
gastro-enterologists are avoided. Numerous case 
histories add but little, and the bibliography is limi- 
ted and poorly chosen. The book as a whole is disap- 
pointing although a careful study discloses many in- 
dividual points of value. 


Mental Deficiency Due to Birth Injuries. By 
A. Dott, Po.D., WIN?tHROP M. PHELPS, M.D., 
and RutH Taytor MELCHER, M.A. New York: The 
Macmillan Company, 1932. Price $4.50. 


The authors have done something that has need- 
ed doing for years. They have segregated a group 
of defective children at Vineland who, on proper 
study, they have decided to be victims of injury 
at birth. Over a considerable period they have 
studied these children by various psychological 
tests. 

This volume is a record of their experience. Ob- 
viously they regard it as a tentative report, sub- 
ject to revision as their experience increases. 

The material is interesting in itself, it chal- 
lenges others to pursue comparable studies and 
it indicates that one of the large groups of defec- 
tive children is receiving adequate study at a 
well-equipped institution. Orthopedists, psycholo- 
gists and neurologists should know of this very 
promising attack on a difficult problem. 


Studies from The Rockefeller Institute for Medical 
Research. Reprints. Volume 84. New York. 1933. 
Pp. 579. 


In this volume of reprints from The Rockefeller 
Institute the usual wide range of subjects is cov- 
ered. The studies on the gradient of capillary 
permeability are continued, as are the studies of 
Murphy on the properties of the causative agent of 
a chicken tumor. 

There are numerous chemical contributions and 
a group of articles from the hospital, particularly 
by Cohn and others on the effect of the action of 
digitalis on the output of blood from the heart. 

From the Department of Animal and Plant 
Pathology are reports on nematode infections in 
the rabbit, and histologic studies on hog cholera. 


Diet in Sinus Infections and Colds. By Econ V. 
ULLMANN. Published by The Macmiilan Co. Price 
$2.00. 


In our opinion this is a helpful little book of limi- 
ted appeal, for those who have the time and inclina- 
tion to treat colds and their sequelae by means of a 
diet where animal proteins, carbohydrates and salt 
are restricted. It is addressed more to the layman 
than the physician. Based on the theory that disturb- 
ance of the acid-base balance is responsible for up- 
per respiratory tract infections it is in line with the 
alkaline treatment of colds which has had an in- 
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creasing vogue. Of necessity the opinions and de- 
ductions are the result of clinical research, from 
which it is notoriously difficult to draw conclusions 
that will stand the test of scientific evaluation. The 
‘diets prescribed must be difficult for many people to 
follow, because of their variation from what most of 
us eat day by day. For folks who are willing to 
adopt the plan and devote considerable time to the 
choice and preparation of food, and to watch the 
reaction of the urine as a check on their progress, 
it will be a decidedly interesting experiment. The 
author cites practically no specific evidence of the 
value of the procedure. Half the book is devoted 
to recipes and detailed directions for the prepara- 
tion of particular diets. This is very much worth 
while, whether one believes in the effect on colds 
and sinus disease or not. 


Wheat, Egg or Milk Free Diets with Recipes and 
Food Lists. .By Ray M. Batyeat assisted by 
M. Rusten and Bowen. J. P. Lip- 
pincott Company, Philadelphia, Montreal, and 
London, 1933. Price $2.50. 


This book republishes recipes which are useful in 
the feeding of allergic patients sensitive to wheat, 
eggs and milk. Unfortunately, it is padded extensive- 
ly with other recipes of little or no relation to the 
subject. It is only a fair cook book. 

It serves no real purpose. It is not needed. 


Diseases of Tradesmen. By BERNARDINO RAMAZZINI. 
Silk Handlers’ Disease of the Skin. By Herman 
GoopMAN. Medical Lay Press, New York City, 1933. 
95 Pages. 


This little book emphasizes very well the fact that 
Ramazzini was father of occupational disease study. 
The translation of portions of his work offers much 
of interest, especially to those interested in indus- 
trial disease and those with interests in the field of 
history of medicine. All of us can profit by the accu- 
rate observations of clinical cases made 230 years 
ago, and marvel at the advanced ideas of social con- 
ditions displayed by the author. Dr. Goodman de- 
serves our thanks for this compilation and his ob- 
servations on silk handlers’ disease. 


Inherited Abnormalities of the Skin and Its Append- 
ages. By E. A. CocHayne, D.M., F.R.C.P. Oxford 
University Press, London: Humphrey Milford, 
1933. 594 Pages. Price $8.00. 


A field of dermatology not previously covered is 
attempted in this book. A classification of defects 
' of skin, teeth, hair and nails, where definite etiolo- 
- gical factors cannot be given, is a difficult task, and 
the author’s attempt to compromise is at times 
confusing, although it is unavoidable at the pres- 
ent status of our knowledge. By way of explanation 


the author covers certain phases of human in- 
heritance rather fully. This helps considerably as 
one peruses later chapters. Physiologic abnormali- 
ties and metabolic errors are fully covered. Dysker- 
atoses and dystrophies are discussed at length. Dis- 
orders of growth and vasomotor abnormalities are 
considered in other chapters, and separate consid- 
eration is given to teeth, nails and elastic tissue. 
There are innumerable family trees and tables and 
many references to original sources. The book 
should be a valuable reference book both for the 
dermatologist and those scares nal in the broad 
aspects of genetics. 


———— 


BOOKS RECEIVED FOR REVIEW 


Psychoanalysis and Medicine. A Study of the Wish 
to Fall Ill by Karin Stephen. Published by The 
Macmillan Company. 238 Pages. Price $2.50. 

The New Dentistry. A Phase of Preventive Medi- 
cine. Six Lowell Lectures by Leroy Matthew 
Simpson Miner. Published by the Harvard Univer- 
sity Press. 219 Pages. Price $2.00. 

Atlas der klinischen Elektrokardiographie by 
Wilhelm Dressler. Published by Urban & Schwar- 
zenberg. 

Die Bruchoperation nach Bassini by Doktor 
Attilio Catterina, Published by Urban & Schwar- 
zenberg. 56 Pages. 

Surgical Anatomy by C. Latimer Callander. 
Published by W. B. Saunders Company. 1115 
Pages. Price $12.50. 

Opothérapie Endocrinienne by Guy intitle. 
Second Edition. Published by Masson et Cie. 396 
Pages. Price 48 fr. 

Thérapeutique Médicale. VI. Coeur et Sang by 
Maurice Loeper with the collaboration of others. 
Published by Masson et Cie. 312 Pages. Price 
45 fr. 

Manuel d'Expertise en Otologie by André Mou- 
longuet. Published by Masson et Cie. 108 Pages. 
Price 16 fr. 

Collected Papers of The Mayo Clinic and The 
Mayo Foundation. Edited by Mrs. Maud H. Mellish- 
Wilson and Richard M. Hewitt. Volume XXIV, 
1932. Published by W. B. Saunders Company. 1205 
Pages. Price $11.50. 

Modern Aspects of Gastro-Enterology by M. A. 
Arafa. Published by William Wood and Company. 
374 Pages. Price $8.25. 

A. Text-Book of Neuropathology by Arthur Weil. 
Published by Lea & Febiger. 355 Pages. Price 
$5.00. 

The Visual Fatigue of Motion Pictures. Compiled 
and edited by Aaron E. Singer. Published by the 
Amusement Age Publishing Company. 48 Pages. 
Price $1.00. 

Studies from the Rockefeller Institute for Medi- 
cal Research. Reprints. Volume 85. Published by 


Rockefeller Institute for Medical Research. 631 
Pages. 


